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JUST OUT 


BIBLIOGRAPHY OF INTERNATIONAL 
CONGRESSES OF MEDICAL SCIENCES 
Prepared by W. J. BISHOP for the C.L.O.M.S. 256 pages. 25s. 


LIFE INSURANCE AND MEDICINE 


Edited by H. E. UNGERLEIDER and R. S. GUBNER. 
1,008 pages, 26 illustrations. £6 Ss. 


OBJECTIVE APPROACHES TO TREATMENT IN 
PSYCHIATRY 
By L. ALEXANDER. 148 pages, 23 illustrations. 34s. 


RELIGIOUS DOCTRINE AND MEDICAL 
PRACTICE 
By R. T. BARTON. 106 pages. 


ELECTRONIC INSTRUMENTATION FOR THE 
BEHAVIORAL SCIENCES 


27s. 6d. 


By C. C. BROWN and R. T. SAUCER. 176 pages, 73 

illustrations. 42s. 
MEDICAL SOCIOLOGY 

By N. HAWKINS. 304 pages, 20 illustrations. Sis. 


A MANUAL ON CARDIAC RESUSCITATION 

By R. M. HOSLER. Second Edition. 224 pages, 18 illus- 
trations. 42s. 
THE CLINICAL PHYSIOLOGY OF PHYSICAL 
FITNESS AND REHABILITATION 
By E. JOKL. 208 pages, 98 illustrations. 63+. 


THE INTROVERT 
By AINSLIE MEARES. 156 pages. 34s. 


BIOLOGY OF NEUROGLIA 
Edited by W. F. WINDLE. 336 pages, 204 illustrations. 63s. 


BLACKWELL SCIENTIFIC PUBLICATIONS 


THE 


~MEDICAL ANNUAL 
Editors: 1958 


Sin HENRY TIDY, k.B.£., M.A., M.D. (OXON), F.R.C.P. 
R. MILNES WALKER, o.s. (LOND.), F.R.C.S. 

76th Issue. Pp. 586, with 42 plates and 30 text 

illustrations. Ready July 15th 


This indispensable book again presents a well-docu- 
mented, practical survey of progress in every field of 
medical and surgical practice. Having been published 
annually for the last 75 years, there can be few practi- 
tioners who are not familiar with this valuable work, but 
this year an important departure from the previous make- 
up deserves special mention. 

The main part of the book—** A Review of the Year's 
Work ”’—has been completely transformed and is 
arranged so that each specialty subsection is complete 
in itself. There are some thirty sub-sections ranging 
alphabetically from Alimentary Disease to Vital Statistics. 
In addition, the Harvard system of references has been 
| * adopted, so simplifying the listing of details for those 
who wish to consult the papers in their original form. 


ORDER NOW AT THE PRE-PUBLICATION RATE 
38s. 6d., post free 
After publication the price is 42s., post 1s. 9d. 


JOHN WRIGHT & SONS LTD., BRISTOL 
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MARTINDALE 


To obtain the greatest benefit 

from the new 24th edition of the 

Extra Pharmacopeeia, Volume I, 

published in April, order your 
copy now. 


Pp. xxx + 1695 Price 65s. 
(Postage 2s., overseas 3s. 3d.) 


THE PHARMACEUTICAL PRESS 
17 BLOOMSBURY SQUARE, LONDON, W.C.1 


Now Ready 


published by 
The Year Book Publishers, Inc., Chicago : 


INTESTINAL 
OBSTRUCTION 


CLAUDE E. WELCH, M.D., D.Sci.(Hon.) 
Visiting Surgeon, Massachusetts General Hospital ; 
Clinical Associate in Surgery, Harvard Medical School. 


376 pages, 135 illustrations, 15 tables, 79/- 


A highly informative manual, written for every 
clinician (and particularly for the surgeon), on a very 
important subject. Up to date in every respect, the 
book presents only the newest, most important 
material on intestinal obstruction, and the exact 
techniques involved in the diagnosis and treatment of 
specific types. The bibliography, of over 16 pages, is 
an indispensable guide to further information and 
other references. 


Distributed in the United Kingdom by 
INTERSCIENCE PUBLISHERS, LTD. 
88-90 Chancery Lane London, W.C.2 
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MYCOSES 


of man and animals 


By R. Vanbreuseghem, M.D. Translated by 
J. Wilkinson, Ph.D., F.L.S. Here is an 
English translation of the third part of 
Dr. Langeron’s famous work Precis de 
Mycologie which was added to by Professor 
Vanbreuseghem in 1950. It presents a careful 
study of the mycoses in alphabetical order; 
and includes all that is essential (including 
symptomatology, diagnosis, treatment, 
recent work, etc.), concerning human and 
animal mycology. lIlustrated. 
From booksellers, 50/- net. 


PITMAN Parker St., Kingsway, London, W.C.2 


CONSULTING ROOM COUCH 


T 
ROOM COUCH 


Polished mahogany or walnut colour, with 
adjustable head, top upholstered in best 

quality Rexine, with shelf to pull out; 

72 in. x 24in. x 30in. high £14. 12.6 ex works. 
H 511. Ditto without shelf £11. 12.6 ex works. 


PACHON’S OSCILLOMETER 


complete in case with double 
. bag armlet and 
instructions for use. 
— Original French 
make. Standard 
model £26 .0.0. 


Universal Oscillometer, extremely sensitive, for infants 
and patients with very feeble pulse beat £32 . 15.0. 


Sole Agents for Etabs. G. Boulitte, Paris 
THE HOLBORN SURGICAL INSTRUMENT 
co., LTD. 


15 CHARTERHOUSE STREET, HOLBORN CIRCUS, E.C.1 
Telephone: HOL 2268 and 3195 
Surgical instrument catalogue post free on application 


Succinate- 
Salicylate 
Therapy 


a safe and effective 
treatment for. 


rheumatic disorders 


A succinate-sALicyLATE combination 
was found superior to acetylsalicylic acid 
in rheumatic states both on grounds of 
therdpeutic efficacy and lower toxicity. 
Adequate amounts of the former could be 
administered with more lasting effect and 
with fewer and milder side effects. 
Furthermore, succinate-salicylate affects 
the disease process itself, as well as 
relieving painful symptoms, and does not 
abnormally increase prothrombin time 
even after prolonged dosage. 


Summary of study on Succinate-salicylate therapy 
Delaware State Medical Journal (1954) 26, 22. 


BEREX 


Mork 


SUCCINATE -SALICYLATE THERAPY 


FORMULA: calcium succinate 2.8 gr. acetylsali- 
cylic acid 3.7 gr. 

IN TABLET FORM: basic N.H.S. price 4/84d. 
— 100 tablets ; 24/3d. — 600 tablets. 


A professional sample will gladly be sent on request to 
MEDICAL DEPARTMENT, CLINOD PHARMACEUTICALS LTD., 
BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX 
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For essential weight gain... 


STENEDIOL’ 


The most potent non-virilising oral 
tissue building Steroid 


*Free from the side-effect of virili- Dose : Adults (both sexes) : One 50 mg. 
; tablet daily after meals ; higher doses 
sation in the recommended dosage, up to 150 mg. daily may be given. 
STENEDIOL is indicated particularly Children (boys and girls before 
in wasting disease or in convalescence puberty): One 10 mg. tabiet daily, or on 
‘ a” " alternate days as required, after meals. 
rom severe iliness i 
—— Treatment should be withheld on alternate 


fortnights. 


weight is essential. 


RGANON LABORATORIES LTD. 


> BRETTENHAM HOUSE - LANCASTER PLACE - LONDON - W.C.2 


Telephone : TEMple Bar 6785 6 7, 0251 2 3, 1942 3. 


Telegrams : Menformon, Rand, London 


A Superior Buffered Analgesic 


‘ALASIL’ TABLETS—the improved form of salicylate medication—provide the efficient 
analgesia expected from their content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the tendency to gastric irritation 
sometimes caused by the use of aspirin alone. 


‘Alasil’ is an advanced sedative and antipyretic; ALASIL 
it does not tend to induce gastric irritation ; because 
Advanta es of its high tolerability, it may be used for long-term JUVENILE 
g administration even to those with sensitive TABLETS 


Composition 


stomachs, and to children. 


‘Alasil’ Tablets contain the recognized antacid 
corrective, ‘Alocol’ (Colloidal Aluminium Hydrox- 
ide), which permits their sedative principle, acetyl- 
salicylic acid, to exert its action with minimal risk 
of side-effects. 


Symptomatic pain generally; rheumatism, fibro- 
sitis, lumbago, hea ache, dysmenorrhoea; dental 
pain. 


TO PHARMACISTS (P.T.exempt fo 


r dispensing) 
Standard size: 1000 in 250 bottles, 30/8. qp 


‘Juvenile’ size: 375, 6/6; 750, 11/3; 1500, 21/6. 


Alasil 


SAMPLE & LITERATURE ON REQUEST TO A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.I. 


Alasil Juvenile’ 
Tablets specially 
sized for child- 
ren, and neither 
coloured nor 
flavoured, are 
packed in tubes 
bearing dosage-for- 
age instructions. 


66.40.40 4.0.00 06 06.00 00 00 00 00 00 00.00 00 00 00 06 00 
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—in obstetric practice 


Extract from a letter in the BRITISH MEDICAL JOURNAL, 
December 14th, 1957, p.1438 


“*Liquid paraffin interferes with absorption from the gut of carotene and vitamins 


Aand D.’(/) The pregnant woman is filled full of vitamin tablets yet so often is pre- 


scribed liquid paraffin.” 

“For three years, apart from advice on diet, I have found it unnecessary to prescribe 
any other laxative than standardized senna (‘senokot’), about which the articles 
(2) already referred to were enthusiastic. The pregnant woman, so difficult to please 
because of nausea, has a choice with regard to this preparation of chocolate granules 
or tablets. And she can go on taking it nightly without ill effect.” 


(1) British National Formulary (1957) 
(2) British Medical Journal, February 23rd, 1957, pp. 436 and 439 


Senokot is entirely British 


BASIC N.H.S. PRICES RETAIL PRICES SENOKOT is not adver- 


(Tax free D.P.s) Uncluding Taz) tised to the public, has no 
GRANULES 2 Ib, 21/- 2 oz, 2/10; 6 oz, 7/9 B.P. or N.F. equivalent, 
TABLETS 1,000, 16 50, 2/5; 200, 7/3 and is prescribed under 


the N.H.S. 


Cost about a halfpenny a dose 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, 


N.W.1 
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treated by COLTAPASTE bandages 


SMITH & NEPHEW 
PASTE BANDAGES 


Literature from: 


SMITH 


@ NEPHEW LIMITED + WELWYN GARDEN CITY 


This patient (age, 47 years; occupation, forgeman) had a 
dermatitis around tips of fingers and thumbs, with a spread of 
the eruption all over the backs of the hands. 


Previous history pointed to a constitutional tendency to- 


wards eczematous reaction. First treated with ‘Coltapaste’ 
Bandages on Ist October; renewed on 8th and L5th October, 
by 22nd October the hands were almost clear. For the next 


2°, tar and no 


week he was given a little Lassar’s paste with 2°, 
bandaging. The second photograph shows the condition on 
29th October. 


COLTAPASTE (Zinc Paste and Coal Tar Bandage B. P.C.) 
VISCOPASTE (Zine Paste Bandage B. P.C.) 
ICHTHOPASTE (Zinc Paste and Ichthammol Bandage B.P.C.) 


HERTS 
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CODIS AND SOLUBILITY 


THE GREAT ADVANTAGE of Codis is that it provides a codeine compound 
tablet in which the aspirin content is soluble in water. (The codeine 
constituent is also soluble, and the phenacetin is in very fine suspension.) 

This is achieved by careful compounding and preparation, resulting in 
tablets which are quickly absorbed and well tolerated—even in cases of 
proven intolerance to ordinary (insoluble) aspirin. 

To ensure stability and easy identification, the tablets are wrapped in 
moisture-proof distinctive gold foils of 10 tablets each (dispensing size), 


or boxes containing five foils of 4 tablets each (public size). 


Cc O D I Ss... AVAILABLE FOR DISPENSING 


Not advertised to the public 


Composition. 
Each Codis tablet contains : Acid. Acetylsalicyl. B.P. 4 gr., Phenacet. B.P. 4 gr., Codein. Phosph. B.P. 0.125 gr., Cale. Carb. B.P. 1.2 gr., Acid. Cit. B.P. (exsic.) 0.4 gf. 


For clinical samples and literature, please write to Reckitt & Sons Ltd., Pharmaceutical Department, Hull — 
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preparations of quality, manufactured under 
ideal laboratory and factory conditions. 


SERA - VACCINES - TOXOIDS 
PHARMACEUTICAL SPECIALITIES 
DIAGNOSTIC REAGENTS 


Reagents for serodiagnosis of syphilis. Reagents for Streptolysin “‘O” titrations. 
Reagents for prothrombin time determination. Animal blood products. 
C-reactive protein test. Tissue culture media. 


Prepared by 


ISTITUTO SIEROTERAPICO E VACCINOGENO TOSCANO 


Direttore : AVE)” 


Prof. Dr. Domenico d’Antona 
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Summer has set in 
with its usual 
severity ... 


(Coleridge 1826) 


At this time of the year 

airborne pollen brings acute discomfort to 
many people. 
Pabracort Insufflations have proved 
their value in the treatment of Hay Fever 
by clinical trial and in general practice. 
Dramatic relief is usually obtained within 
two or three days and complete alleviation 
after two weeks’ treatment. 

Reference: Lancet (1956) t.,537. 

Lancet (1955) i.,234. 


Proc. S.M. Mayo Clinic. 
Vol. 32 No. 22, 30, 10, 1957. 


FORMULA Each insufflation capsule contains 
15mg. hydrocortisone acetate 

in a specially prepared 

snuff base 


PACKINGS Pabracort outfit (10 capsules 
and insuffiator) 
Capsules : 10, 25, 100. 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDX. 
8 ° 
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To aid the Physician’s responsibility in planned parenthood 


Ortho-Gynol Set 


containing: ORTHO-GYNOL Vaginal Jelly 
ORTHO Diaphragm 
ORTHO Diaphragm introducer 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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MA 4962 


DISTRIBUTORS: 
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A NORMAL ROUTINE MAINTAINED 
nearly pregnancy 


‘AVOMINE’ 


The long acting anti-emetic 


‘Avomine’ is supplied as tablets of 25 mg. (each containing 
the equivalent of about 14 mg. promethazine.) 


in M&B brand Medical Product 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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efficient 
control 
of fluid level 


Six years of clinical experience througout the world, with a growing list of 
therapeutic uses, have established Diaox acetazolamide as today’s standard 
among diuretics. The many indications for its use include congestive heart 
failure, toxaemia of pregnancy, premenstrual tension, epilepsy and drug-mduced 
oedema. Glaucoma, too, has responded particularly well to Diamox, and the recent 


literature bears eloquent testimony to its value in this condition. Promptly and 


safely effective, Diamox makes predictable diuresis a matter of routine. 


ACETAZOLAMIDE # REGD. TRADEMARK 


safe, potent, reliable diuretic 


Oral tablets 250 mg. Bottles of 25, 100 and 1,000 
Parenteral: Vials of 500 mg. acetazolamide sodium 


LEDERLE LABORATORIES DIVISION Cyanamid OF GREAT BRITAIN LTD, London, WC2 
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Many are the people who bound down the steps of life to meet their problems , 
half-way, and there are those who will continue on their downhill 
flight unless some brake is provided that will halt their descent. . 
Equanil, by virtue of its safe, selective sedative action, provides the ideal 
brake and one which acts as an additional strut to the psychological support 
you may provide for the climb back to normality. Equanil relaxes 
both mind and muscle without in any way interfering with your patients’ alertness. 


| 
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Superior antihistamine 
Hydrochloride of |-p-chlorbenzy!- 
2-pyrrolidyimethy!-benzimidazole 


High degree of effectiveness ' 
Wide margin of safety 


No symptoms of tiredness 


a 


Dosage form for every clinical need: 
Dragees - Syrup - Ointment - Ampoules 


Prescribable on N.H.S. form E. C. 10 


SCHERING A.G. BERLIN 
English Subsidiary Company 

Pharmethicais (London) 

20, Gerrard Street, London W | 


Irish office. Messrs. H.£. Clissrpann, 
20, Merrion Square, Dublin 
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The use of MERCLORAN*, a potent 
mercurial diuretic for oral administration, greatly 
simplifies the problem of maintaining cardiac patients 
in the oedema-free state. Well-tolerated, with 
no loss of effectiveness on continued usage, 
small doses of MERCLORAN 
given throughout the day maintain a steady 
‘ 


water and electrolyte balance. 


MERCLORAN EMPLETS* (enteric coated tablets) 
(Chlormerodrin N.N.R.) 


In bottles of 25 and 250 
also MERCARDAN * for Parenteral use. 


Trode Mark 


MERCLORAN 


“ves” PARKE, DAVIS & COMPANY LIMITED. (inc. U.S.A) HOUNSLOW, MIDDX. Tel: Hounslow 236! 
572 
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All through 
the long 


summer days 
... alert and asymptomatic 


‘Nilergex’ is a potent antihistamine for  ‘Nilergex’ has these advantages 
the symptomatic relief of allergic conditions me a restriction 
especially hay fever; vasomotor rhinitis ; allergic Low sedation 
dermatoses and food allergies; insect bites and No reported toxicity 
stings and motion sickness. action tablets 


Rapid and continuous action from sustained 
Nilergex’— the non-sedative antihistamine 


Available as ‘ Nilergex’ Tablets 4 mg., ‘ Nilergex’ S.A. (Sustained Action) 
Tablets 12 mg. and ‘ Nilergex’ Syrup (2 mg. per teaspoonful (3.5 ml.) ). 


*Nilergex’ is the hydrochloride of N-dimethylamino-isopropylthiophenyl-pyridylamine 
IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 


Ph.847 
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QUOTANE GETS AT THE ITCH 


The frantic search for an itch that is 
elusively there... the desperate clawing at 
something you can’t get af... the immense 
relief when the vicious circle of itching 
and scratching is defeated by a local 


anaesthetic such as ‘Quotane’... 


‘Quotane’ is effective in itching, burning 

and pain on the skin. It is a bland, non-greasy 
anti-pruritic ointment containing an 
isoquinolyl amino-ether derivative that 

is safe for use on the most sensitive skin, 


* Quotane’ is a trade mark 


Smith Kline & French Laboratories Ltd 
Coldharbour Lane, London SE5 
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FORMULA 


: 0.5 w/w monohydrochloride in an oil-in-water emulsion base 
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Inability to take aspirin... 


IT HAS BEEN reported (Brit. med. F., 1: 444, 1957) that of 
178 rheumatic patients, 25° could not take plain aspirin in 
adequate dosage. 

Of this 25%, however, the great majority tolerated a 
modified aspirin such as Paynocil. 

Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or 
unpleasant after-sensation. 


PAYNOCIL 


... indicates 


non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS FOR CHILDREN 


PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid 10 grains 


PACKAGES in sealed foil strips : 
Cartons of 18. 
Dispensing packs 
of 240: basic 
N.H.S. cost 
(tax free) 
21/8d. 


Junior PAYNOCIL 


EACH TABLET CONTAINS 


PACKAGES in sealed foil strips : 
Cartons of 20. Ss 
240: basic N.H.S. 
cost (tax free) 
12/-. 


Detailed recommendations for dosage in rheumatoid arthritis 
will be gladly supplied on request 


L. BENCARD LTD. PARK ROYAL, 
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inore I faw of the great powers of this plant, the 
more it feemed neceffary to bring the dofes of it to 
the greateft polfible accuracy, a0 


mae - William Withering, M. D., 1785 


“The great powers of this plant” 
are brought to the physician of today 
in the form of the pure crystalline cardiac glycoside 


lanatoside C — 


dilanid 
BY SANDOZ 


combining all the classical actions 
of Digitalis leaf with “the greatest 
possible accuracy of dosage,” 
rapid onset of therapeutic action, 
and rapid elimination to ensure 
that the effects of overdosage 
are short-lived. 


TABLETS 0.25 mg. lanatoside C 
SOLUTION 1 ml. (approx. 30 drops) contains 1 mg. lanatoside C 
AMPOULES 2ml. contain 0.4 mg. desacetyl-lanatoside C 


s 


Sandoz Products Limited 23 Great Castie Street 


London W.1 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 


arthritis and rheumatism 


IN CASES of soft-tissue rheumatism, and arthritic disorders, many 
doctors are tending more and more to regard Transvasin as an 
indispensable adjuvant to treatment. : 

For Transvasin is composed of the esters of nicotinic, salicylic 
and p-aminobenzoic acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so enable an effective con- 
centration of drugs to be built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a 
superficial erythema, but also brings about a deep hyperaemia 
of the underlying tissues. It is non-irritant and can be safely used 
on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each applica- 
tion, the cost of treatment is extremely low. 


*Therapeutische Umschau 
1952, 8, 143. 


Tetrahydrofurfuryl salicylate 14% 
Ethyl nicotinate 2% 
n-Hexyl nicotinate 2% 
Ethyl p-aminobenzoate 2% 
Water-miscible cream base ad 100% 


y Transvasin is available in | oz. tubes, basic N.H.S. price in the U.K. 
* 2/6 plus P.T., and is not advertised to the public. It may be prescribed 
y “Thank you, doctor’ on Form E.C.10.Samples and literature will be gladly sent on application 


LLOYD-HAMOL LTD 


1l WATERLOO PLACE, LONDON, S.W.1. WHITEHALL 8654/5/6 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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HORSES or EGGS an cause 


(and many other things) 


allergic asthma & rhinitis. 


‘DELTASTAB’ or ‘DELTA-FENOX’ 


(Prednisolone) (Prednisolone Nasal Spray) 


provide prompt relief. 


Detailed literature gladly sent on request 
BOOTS PURE DRUG CO. LTD. + NOTTINGHAM + ENGLAND 
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provides milk-alkali drip 
therapy without a tube 


Maintains continuous control 
of gastric acidity 


Until a few years ago, maintained continuous control of gastric 
acidity was impossible without hospitalization and discomfort to 
the patient. 

Then a unique treatment in the form of Nulacin tablets was 
evolved to achieve this desirable state—simply, effectively and 
without attendant disadvantages. In the ensuing period Nulacin 
therapy has been amply tried and proved by numerous clinical 
studies and by therapeutic use in many countries. 


A Nulacin tablet placed in the mouth between the cheek and 
the gum dissolves slowly and releases its contained medicaments 
at a rate that gives continuous neutralization of the acid gastric 
juice. Nulacin accomplishes this without any danger of causing 
alkalosis or other side-effects. The results are comparable with 
those of intragastric milk-alkali drip therapy. 


INDICATIONS: NULACIN tablets are indicated when- 
ever neutralization of the acid gastric contents is required: in 
active and quiescent peptic ulcer, gastritis and other conditions of 
gastric hyperacidity. 

Dosage: Beginning half-an-hour after food, a Nulacin tablet 
should be placed in the mouth between the cheek and the gum 
and allowed to dissolve. 


During the stage of ulcer activity, up to three tablets an hour may 
be required. During quiescent periods, for prophylaxis in peptic 
ulcer and for the relief of discomfort due to gastric hyperacidity, 
the dose of Nulacin is one or two tablets between meals. 


NULACIN tablets are not advertised to the public and have 
no B.P. equivalent. They may be prescribed on E.C.10. The 
dispensing unit of 25 tablets is free of purchase tax. (Basic price 
to N.H.S. .. . 2/-). Also available in tubes of 12. 


NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate mag- 
nesium trisilicate 3.5 grs.; magnesium oxide 2.0 grs. ; 
calcium carbonate 2.0 grs.; magnesium carbonate 
0.5 grs.; Ol. Menth. Pip. q.s. 


A793 


NULACIN 
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GASTRIC 

GASTRIC ANALYSIS Superimposed gruel 
fractional test-meal curves of five cases of duo- 
denal ulcer. 


wt + + + + + 
+ 


GasTRIC ANALYSIS 
GASTRIC ANALYSIS Same patients as in 
Fig. 1, two days later, showi the striking 
neutralizing effect of sucking Nulacin tablets (3 
an hour). Note the return of acidity when 
Nulacin is discontinued. 


BIBLIOGRAPHY 
Practitioner, 1957, 178: 43 
Practitioner, 1956, 176: 103 
Amer. J. Gastro. 1956, 26: 665 
Brit. Med. J. 1954, 1: 46 


Further references to the literature and full 
information on Nulacin available on request. 


HORLICKS LIMITED 
PHARMACEUTICAL DIVISION 
SLOUGH, BUCKS, ENGLAND 
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‘An Anginal Patient— 


but not an invalid!’ 


Successful treatment of angina pectoris should enable the 
patient to recover confidence in his ability to work and play. 


‘PENTOXYLON’ 


can help to achieve this 
happy result 


‘PENTOXYLON’ 


tablets contain 10 mg. P.E.T.N. 
(pentaerythrityl tetranitrate), 

a potent coronary vasodilator, 
and 1 mg. ‘Rauwiloid’, 

an alkaloidal fraction of 
Rauwolfia serpentina. 


‘PENTOXYLON’ 


removes the dread of another 
attack, and increases exercise 
tolerance. The need for 
nitroglycerin is greatly reduced 
when ‘Pentoxylon’ is used 
prophylactically, and in 
hypertensive patients 

there is a reduction in 

blood pressure. 


DOSAGE: 1 or 2 tablets four times daily 
before meals. 


PACKS: Bottles of 25, 100 and 500 tablets. 


PENTOXYLON 


RIKER *Pentoxylon’ and * Rauwiloid’ are registered trade marks. Regd. Users: 
RIKER LABORATORIES LIMITED - LOUGHBOROUGH LEICS. 
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Lederle’s new 

superior corticosteroid 

created to minimize the 

major deterrents to all previous 
steroid therapy 


TRIAMCINOLONE (9 


LepERCORT triamcinolone shows great promise as 
the agent of choice for all diseases ordinarily held 
to be improved by corticosteroids 

It offers increased potency for greater clinical 
effectiveness, and fewer side effects. 

In allergic disorders and dermatoses, LEDERCOR1 
triamcinolone dosage averages one-half that of 
prednisolone. It provides prolonged therapy at less 
cost, with easier patient management. 


INDICATIONS 


Rheumatoid arthritis; bronchial asthma; dermatoses ; 
allergic disorders; other conditions amenable to therapy 
with corticosterotds. 

Oral tablets of 4 mg., scored for easy division. 

Bottles of 30 and 100. 


REGO. TRADEMARK 


LEDERLE LABORATORIES DIVISION 
(yanamid OF GREAT BRITAIN London, WC.2 
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NOW —a favourite prescription 


ina NEW form... 
| 


more convenient for| both patient and doctor 


You can now prescribe 
Bellergal Retard 

| tablet night and morning 
for continuous control 

of symptoms in a wide variety 


of psychosomatic disorders 


Bellergal Retard 


SANDOZ 


0.2 mg. total alkaloids of belladonna 


UO 
~< 


TABLETS 0.6 mg. Ergotamine Tartrate B.P. 
40 mg. Phenobarbitone B.P. 
Sandoz House 
s da Prod ts Limited 23 Great Castie Street 


London, W.1 
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(Compound I.8.499) 


THE LANCET 


SUPPRESSES ACID SECRETION 


All day and all night control of gastric acid in 
peptic ulcer is made possible by a dose of NACTON 
3 times a day—and one at night. 


NACTON selectively reduces gastric secretion 
by as much as 70%, providing fundamental, 
long-term and specific control of hyperacidity, 
not merely relief of symptoms. 


in pepfic ulcer 


2 mg. of (1-methy! 2-pyrrolidy]) 
AC 

TABLET methyl! benzilate methyl] 
CONTAINS methosulphate 


PACKAGES 50 tablets 4s. 4d. 
& BASIC 
n.H.s.cost, 250 tablets 20s. Od. 


e A PRODUCT OF BRITISH RESEARCH 
| 


1301/80/3 
B E | ¢ A R D T D. ROYAL, LONDON, | 
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Progress 
in the 
management of 


hypertension 


AN M&B BRAND 
MEDICAL 
PRODUCT 


Important M&B contributions in this blocking agent synthesised in the May 
field include ‘Vegolysen’ brand & Baker research laboratories. Clinical 
hexamethonium bromide in 1950, studies have shown it to be an effective, 
‘Vegolysen’ T brand hexamethonium safe, and easily manageable hypoten- 
tartrate in 1952, ‘Ansolysen’ brand sive drug 

pentolinium tartrate in 1953, and now Ae 

the latest addition —‘Perolysen’ brand ‘Perolysen’ is presented as tablets 
pempidine tartrate. 3 of 5 mg. and 10 mg. in containers 
*Perolysen’ is a new oral ganglion of 50 and 500. 


List Prices ; Containers of 50 x 5 mg. tablets 11s. 3d.; 500 x 5 mg. 97s. 6d.; 50 x 10 mg. 20s Od. ; 500 x 10 mg. 175s. Od. 
AT PRESENT THESE PRICES ARE SUBJECT TO 30% PURCHASE TAX 


‘PEROLYSEN 


trade mark brand 
PEM PIDINE TARTRATE 


MANUFACTURED BY 


MAY & BAKER LTD 


MASS28 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER LTD) . DAGENHAM 
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“Here’s a health 
unto 


His Allergy!” 


Effervescent 


| 
Sandosten fapicts 
SANDOZ 


anti-allergic, anti-pruritic 


BY 


25 mg. thenalidine tartrate 
0.579 g. calcium lactate 
0.794 g. calcium gluconate 


The effervescent anti-allergic drink 


Samples upon request 


Sandoz House 
Sandoz Products Limited 23 Great Castile Street 


London, W.1 
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today’s new 
MASTER PLAN 
against 
migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 
Each tablet contains effect upon the characteristic headache and ocular disturbances. 


Pe iaabi aimee 2 mgm. 5 Caffeine is present too, since it acts as a synergist to ergota- 
caffeine (alkaloid) 100 mgm. ; 
cvelizine hydrochloride 50 mgm. 
In bottles of 10 and 100 and vomiting on its own account and can therefore worsen 


mine. Frequently, however, ergotamine tends to evoke nausea 


these aspects of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine is also included in 
‘ Migril ’—to overcome any tendency to nausea or vomiting, 
whether caused by the ergotamine or by the condition itself. 
And so successfully does cyclizine achieve this aim that truly 
effective oral doses of ergotamine can today be given—by 


means of Migril’. 


‘migril’ 


TRADE MARK . 


BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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surface 
approach 


CHLOROMYCETIN® is therapeutically 

active against pyogenic organisms which 
cause or complicate many superficial 

skin disorders met with in daily practice. 
Topical application of Chloromycetin 
Cream produces high local concentrations, 
resulting in rapid bacterial clearance 

of the affected area. This cream 

in a smooth water-miscible base 

is also useful as a dressing for 


minor infected wounds 
* Trade Mark 


‘Dy: 
We 


Chloromycetin ~ 
for local treatment cream 


of pyodermas 


Chloromycetin Cream, 1 per cent. 
is available in collapsible 1 oz. tubes. 


PARKE, DAVIS & COMPANY, LIMITED (Inc. U.S.A.) HOUNSLOW, MIDDLESEX Tel: Hounslow 2361 


: 
2 
| 
{ 
1 
t 
] 
t 
| 
30 224 


The Lancet - Saturday 28 June 1958 


THE PLACE OF 
THE RESEARCH INSTITUTE IN THE 
ADVANCE OF MEDICINE * 


Sir CHARLES HARINGTON 
Sc.D. Cantab., F.R.S. 
DIRECTOR OF THE NATIONAL INSTITUTE FOR MEDICAL RESEARCH, 
LONDON, N.W.7 

A SCIENTIST of the present day who is prepared to extend 
his thought beyond the range of his own activities, or even 
his own subject, to such matters as the general impact of 
scientific work on civilised human life will be likely to find 
himself with mixed feelings. On the one hand he will be 
filled with pride in the achievements of science and the 
benefits that its applications have brought; on the other 
he will feel some qualms about the attendant dangers. The 
dangers that I am thinking of are not the obvious risks of 
misuse of scientific potential for destructive purposes, but 
the more subtle dangers that are inherent in the undue 
dominance of any particular intellectual discipline over 
the trend of human thought. 

As the achievements of science become more striking 
and as their impact on the practical affairs of daily life 
become more manifest, it is inevitable that a feeling should 
develop that the powers of science are limitless. Such a 
misconception is likely of course to prevail mostly among 
those who are uninstructed in science, but in so far as it 
exists it is bound also to have some effect on scientists 
themselves. For both the result will be harmful: the 
scientists will tend to lose that degree of intellectual 
humility which is necessary for sincere scientific effort, 
whilst, for the non-scientific, science will become invested 
with an aura of mystery that might in the end confer on it 
a dominance over thought as restrictive as any of the 
religious systems have been in the past. 

The avoidance of such a state of affairs must depend on 
an increasing knowledge of science on the part of those 
not actually engaged in its pursuit. Only from such a 
dissemination of knowledge can come a rational view of 
science which will dispel mystique and bring about a 
general appreciation not only of the powers of science but 
of its limitations, together with a recognition of what 
scientific work has become today—namely, one of the 
learned professions. 

These remarks may seem to be as obvious as their 
relevance to my present theme is obscure. The point that 
I am particularly seeking to emphasise, however, is the 
importance of recognising the extent to which scientific 
work of all kinds has become professionalised. For all 
professions imply organisation, and it is one aspect of 
organisation in one branch of scientific work that I have 
undertaken to discuss. 


Organisation and Restraint 
There will be many people who will feel some reluctance 
to admit the necessity of organisation for scientific work, 
particularly so far as basic research is concerned. Whilst 
there can be no denial of the necessity for a high degree of 
organisation in scientific industry and in what is commonly 
regarded as applied and development research, it may well 
be felt that original investigation must remain a purely 
individual intellectual activity that can only be properly 
* The Linacre lecture, delivered in the University of Cambridge on 
May 6, 1958. 
7035 
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pursued in conditions of complete freedom, inconsistent 
with any form of organisation. 

Though it is still true that there are some people of rare 
intellectual quality who are so irked by all forms of 
restraint that they can produce their best efforts only when 
their thoughts are untrammelled by any considerations 
other than the pursuit of knowledge, these are in my 
opinion very few in number. The feeling to which I have 
referred is based I believe on a nostalgia for the time when 
the body of scientific knowledge was such that one branch 
at least could be fully comprehended by an individual, 
when techniques were simple and when the practical 
applications of scientific research were less urgently 
sought after. This time is past beyond recall; as scientists 
we are no more entitled than anyone else to eat our cake 
and have it, and if we desire our profession to make its 
proper contribution to civilisation we must accept the 
conditions imposed by the more highly organised society 
in which we have to live. 

A further consideration is that as time goes on the 
importance of the work of any one person in the total 
scientific effort inevitably becomes less. The reasons for 
this change are obvious. As the body of scientific know- 
ledge grows the portion that can fall within the compre- 
hension of any one man becomes less, and even within the 
field that he himself has mastered his efforts will be more 
and more conditioned by the work of those who have 
preceded him. This may sound like a denial of the 
importance of originality; it is, of course, far from being 
so: there can never be enough originality; but with the 
passage of time evidence of originality is more likely to be 
found in the perception of hitherto unobserved correla- 
tions of knowledge than in the conception of entirely new 
ideas. 

If it be accepted that the profession of science cannot 
dispense with an organisation there remains much room 
for discfission as to the type of organisation best suited to 
its particular requirements. It is evident at once that, 
especially when we come to consider original investiga- 
tion, the question is not easy to answer; for in respect of 
this particular type of scientific activity—and it is the 
activity on which in the last analysis all else depends— 
what we have to seek is an organisation that combines the 
two apparently opposing characteristics of high efficiency 
and minimum restraint. The fact that this opposition 
exists is inherent in the present state of development of 
human beings who can still not work together efficiently 
in the absence of some measure of control; the less such 
control is imposed by authority and the more it can be 
replaced by the willing acceptance, if not the self- 
imposition, of a system of organisation the better; it seems 
to me that this consideration should be constantly in the 
minds of those whose duty it is to try to organise scientific 
work. After all, anarchy is not synonymous with chaos, 
and however unrealistic the conception may at present be 
there could be worse ideals for the scientific profession, 
and indeed other professions dependent on the free play 
of intellect, than the ultimate approximation to a system 
in which order coexists with anarchy. 

However, such flights of fancy are ill suited to the 
servant of a Government organisation, and in any case 
the situation that faces us now and will face us for many 
years to come has to be considered on a practical basis. 
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The Roots of Medical Research 

So far I have spoken of scientific research in general; 
I now wish to narrow the discussion to the field of medical 
research as practised today and as likely to develop in the 
future. Such a restriction does not imply any essential 
difference between medical research and other forms of 
scientific investigation; the advance of all forms depends 
on a sincere desire for increasing knowledge. It is platitu- 
dinous nowadays to remark that in medical research the 
new light may come at the one end of the scale from 
laboratory studies of an apparently academic character 
and at the other from observation at the bedside. The 
motivation of the medical research-worker may indeed be 
more complex than that of other scientists, because few 
even of those who work only in laboratories are not 
influenced from time to time by the thought that their 
efforts are ultimately directed to the prevention and cure 
of illness. The emotional factor thus introduced may 
clearly work for good or ill: it is good in so far as it inspires 
enthusiasm and gives direction to a man’s efforts, and bad 
in that it may remove objectivity and lead to undue haste 
for practical results. 

So far as this country is concerned, medical research, 
like other forms of original scientific work, has its roots in 
the universities, if this term is understood to include the 
great centres of clinical teaching; and if we think of the 
outstanding medical men of the past who have made major 
discoveries as practising clinicians we have no reason to 
belittle the contribution that has come from this source. 
It is quite vital to the intellectual life of any country that 
the universities should retain the place that they have 
hitherto occupied in the vanguard of thought, and in 
science this means not only inspiration in teaching but 
also activity in investigation; no-one is likely to dispute 
this, but differences of opinion may arise on the extent to 
which basic research in medicine should be pursued out- 
side universities and medical schools. Assuming what is 
indeed a self-evident fact, that without very great expan- 
sion of their resources the universities could not attempt 
to cover the whole field of basic research in medicine or 
indeed in any other scientific subject, is it better to extend 
university resources or to make independent provision of 
a different character ? 

The First Institute for Medical Research 

The conviction that something more than the universities 
and medical schools was in fact needed for the advance of 
medical science took root in the minds of some a con- 
siderable time ago, and found expression in the establish- 
ment of such institutions as the Koch and Pasteur Insti- 
tutes and our own Lister Institute. These institutions, 
however, although broadening the basis of their work as 
time went on, were set up in the first instance with some- 
what closely defined terms of reference, chiefly related to 
prevention and treatment of infective disease by inocula- 
tion; the first Institute for Medical Research founded for 
the development of basic research without any restriction 
on its field of activity was the Rockefeller Institute, and 
it is relevant to our theme to consider the circumstances 
that led to its establishment 


The story of these circumstances has been told in the life 
of John D. Rockefeller, Jr., published a year or two ago by 
Raymond B. Fosdick, and it reveals a surprising fact—namely, 
that the notion of a general institute for medical research was 
first put forward by a man who was neither a doctor nor a 
scientist. It was that astonishing individual Frederick T. 
Gates, once a Baptist minister, later adviser in business and 


in philanthropy to the elder Rockefeller, and a man who 
profoundly influenced John D. Rockefeller, Jr., who conceived 
the idea, and devoted all his missionary fervour to obtaining 
its acceptance. 

When Gates was secking for ideas to suggest to Mr. 
Rockefeller senior for the distribution of his rapidly increasing 
fortune he happened to read Osler’s Principles and Practice of 
Medicine. He records his enjoyment in reading the work, 
which he describes as one of the few scientific books possessed 
of literary attraction. In spite of the esthetic satisfaction that 
he derived from his perusal, however, Gates was left at the 
end with a sense of disillusionment; if this book were the best 
presentation that could be made of medicine, how backward 
must be the scientific study of the subject, particularly in the 
United States at that period. 

Convinced that something was urgently needed to remedy 
this state of affairs, and recalling the success in their limited 
fields already achieved by the Koch Institute in Berlin and the 
Pasteur Institute in Paris, Gates submitted a memorandum to 
John D. Rockefeller proposing that the latter should set up an 
institute for medical research. No suggestion was made that 
the activities of the institute should be restricted to any definite 
lines; indeed the breadth of Gates’ conception was surprising 
for a man with no knowledge of scientific work, as is shown by 
the key sentence of his memorandum: “‘ Medicine can hardly 
hope to become a science until it can be endowed, and qualified 
men enabled to give themselves to uninterrupted study 
and investigation, on ample salary, entirely independent of 
practice.” This was written in 1897. 

Since the Rockefeller Institute was to afford the first demon- 
stration of the role that such an organisation could play in 
medical research, it was well that the underlying idea of its 
establishment was so liberal; it was even more fortunate that 
the medical scientists, in particular William H. Welch, who 
were consulted about the practical implementation of Gates’ 
ideas were themselves men of wide vision who had the authority 
to insist that the work of the institute must be kept on a broad 
scientific basis, and must by no means be regarded as aiming 
at quick practical results immediately applicable to medical 
treatment. There can be no doubt that faithful adherence to 
this conception of the purpose of the organisation was respon- 
sible for the great scientific reputation that it quickly built up 
and has since maintained. 

This is not the occasion for a discussion of the achieve- 
ments in medical science for which workers at the 
Rockefeller Institute have been responsible. These are 
matters of world repute, but for the purposes of the pres- 
ent argument their significance lies in the demonstration 
they afford that, at least in the circumstances prevailing 
in the United States, the institute played an important 
part. This part is not confined to the actual scientific 
achievements, great as these have been, but extends to the 
impact of the work of the institute on the thought of 
those in the United States, and indeed in other countries, 
who were considering the means by which medicine might 
be most effectively advanced. 

The point is of some interest because it is possible in 
retrospect to be sceptical of the effect that the constitution 
of the Rockefeller Institute as such had on the scientific 
output of those who formed its staff in the early years of 
its existence. 

There are two reasons for this. In the first place, at the time 
when the Rockefeller Institute was set up the interdependence 
of many different branches of science in the advance of medicine 
was not in principle recognised as it is today. Secondly, the 
tendency existing to pursue researches under different headings 
by parallel and independent lines of approach was reinforced 
by the constitution of the staff itself. As was natural at the 
beginning of a new venture, the men who were chosen to lead 
the various divisions of the institute were scientists of distinc- 
tion and of established reputation in their own fields; within 
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the institute they continued to develop their own lines of 
research largely in independence of their colleagues. Whilst 
these men undoubtedly benefited by the better facilities that 
the institute afforded, it is arguable therefore that the same 
result might have been achieved by improving the conditions 
of their work as individuals in universities, without bringing 
them together under one roof. 


Birth of the National Institute 

However this may be, there can be little doubt that the 
impressive example of the scientific Output of the Rocke- 
feller Institute, and of the Lister Institute in this country 
as the range of its effort broadened, must have carried 
great weight with the members of the Medical Research 
Committee (predecessors of the Medical Research Coun- 
cil) when they were engaged, just before the first world 
war, in formulating their policy. At any rate one of their 
first decisions towards the implementation of this policy 
was to establish centralised laboratories to be staffed by 
full-time investigators; it was this decision that gave birth 
to the National Institute for Medical Research. It is note- 
worthy that no defined limits were set to the scope of the 
work to be carried out in the centralised laboratories, or 
indeed to any work to be organised by the Medical 
Research Committee, other than the broad framework 
laid down in their general declaration of policy. This 
declaration contained two key sentences, which I have 
quoted on previous occasions, but which I shall quote 
again now because of their immediate relevance to the 
functions of a research institute in the field of medicine: 

“The object of the research is the extension of medical 
knowledge with the view of increasing our power of preserving 
health and preventing or combating disease. But otherwise 
than that this is to be the guiding aim, the actual field of 
research is not limited and is to be wide enough to include, 
so far as may from time to time be found desirable, all researches 
bearing on health or disease, whether or not such researches 
have any direct or immediate bearing on any particular disease 
or group of diseases, provided that they are judged to be useful 
in promoting the attainment of the above object.” 

This statement continues to express the policy of the 
Medical Research Council, so that the evolution of the 
work of the Council, and particularly of the National 
Institute for Medical Research which I have to discuss, 
whether or not it is judged useful in the event, has at least 
not been inhibited by any undue restrictions. 


1920-1958 

Although the decision to set up the National Institute 
was taken before the beginning of the first world war, and 
certain staff appointments were made at that time, the 
start of actual work was delayed by the war, and it was 
not until 1920 that the laboratories could be occupied; 
the institute has thus been in active operation for nearly 
forty years. The initial appointments to the staff were 
made with the idea of bringing together a group of workers 
who would be able between them to carry out researches 
in all branches of non-clinical medical research; the same 
principle continues to operate at the present time. At the 
outset this meant that the subjects to be represented were 
physiology and pharmacology, pathology and bacteriology, 
and chemistry, including biochemistry; in the emphasis 
that they laid on the latter subjects the Medical Research 
Council were ahead of their time. 

From its very modest beginning, when the total number 
of people employed must have been well under 100, the 
institute has grown to its present large size, in which 
there is a professional (i.e., medically and scientifically 


qualified) staff of 142 and a total average population, 
including visiting workers, of about 550. This growth has 
been a continuous process, although the rate of expansion 
has naturally varied from time to time, having reached its 
maximum immediately after the last war. It is important 
to note that expansion has never been encouraged for its 
own sake; it has been allowed to take place only when 
there has been a definite demand for extension of the work 
in one or other direction. This means that the growth of 
the institute is in itself a reflection of the broadening in 
the basis of medical research during the last forty years. 
Moreover the history of the institution is now long enough 
to justify an attempt to assess its contribution to the 
advance of medicine, and thus, taking it as an example, 
to form some judgment of the wisdom in general of 
devoting large resources to this particular type of 
development. 

I have no intention of trying to base this assessment on 
enumeration of the scientific achievements of workers at 
the institute. I shall only speak of a specific line of 
investigation in so far as it serves to illustrate the advan- 
tages and disadvantages of work within a large research 
institute. But let us first consider the more general 
question of planning of research. 


Planning of Research 

It is important to keep in mind that we are thinking of 
research which, although it may require the application of 
the methods of chemistry, physics, and even mathematics, 
is directed towards a biological objective. None would 
deny that in the exact sciences it is often possible in 
advance to define a problem with reasonable precision, to 
formulate the method of approach, and to reach some 
approximate idea of the type and number of people who 
are likely to be required for its solution. In such a case the 
exercise of forethought in planning may well be rewarded 
by more rapid and economical attainment of the object. 
Even here, however, where formal planning undoubtedly 
has its place, rigidity is at all costs to be avoided: the 
behaviour of the materials to be employed may be predict- 
able, but that of the research-workers is not, and any 
system is to be deprecated that will make it less likely for 
the research-worker to be on the alert for the new inci- 
dental observation which may ultimately turn out to be 
much more important than the project in hand. 

This consideration is even more to the point in bio- 
logical work, where not only is the behaviour of the 
workers unpredictable but that of the experimental 
material as well. The complexity of biological material is 
such, and the variety of the techniques required for its 
adequate study is so great, that it is impossible at the 
outset of a major research to foresee the range of work 
that will have to be covered. Under such conditions formal 
planning can serve little purpose, and any attempt to apply 
it is likely to be restrictive and therefore deleterious. On 
the other hand the protean nature of many biological 
problems implies that their solution may more readily be 
achieved by a suitable grouping of workers which can be 
increased or restricted according to the demands of the 
work. If certain prerequisites are satisfied, the formation 
of such useful groupings should be easily brought about 
within a research institute, and indeed in the ideal case 
they may be expected to develop spontaneously. The 
prerequisites are (1) that the institute should be large 
enough, in the sense that the scientific staff will include 
men covering a sufficiently wide range of disciplines; 
(2) that the internal organisation should be flexible; and 


1348 ORIGINAL 


ARTICLES THE LANCET 


the staff are willing, for a time at least, to set aside their 
individual preoccupations in order to collaborate with 
their colleagues. 

The sort of process that I have indicated could be 
illustrated by the development of several major researches 
in the National Institute for Medical Research. I shall 
choose for my present purpose research on viruses, partly 
because this has been one of the more important activities 
of the institute throughout its history. 


Administrative Division but Working Contact 

At the outset, when very little was known of the nature 
of viruses, their study was naturally regarded as an exten- 
sion of bacteriology, and the first to undertake the work 
were men whose training had been in bacteriology and 
experimental pathology. Owing to the peculiar properties 
of viruses, however, and in particular to their small size, 
existing technical methods soon proved inadequate, and 
the group was supplemented by optical research-workers 
who increased the range of microscopy by developing the 
use of ultraviolet light, and by a physical chemist who 
devised methods of estimating the size of viruses by the 
use of filtration membranes of graded porosity. 

Up to this stage the total scientific staff of the institute 
was still so small that it could be regarded as a single 
group, and there was no very clear demarcation into divi- 
sions. Under these circumstances the physicists and 
chemists who joined in the virus researches could pursue 
their own interests, at the same time participating in the 
special work of the virus group. By the time that the 
next major technical advance capable of contributing to 
virus research became available—namely, electron micro- 
scopy—the increasing size of the institute had necessitated 
its organisation into a number of divisions for administra- 
tive purposes. The fact, however, that the responsibility 
for electron microscopy as a technique naturally fell to the 
division of biophysics did not in any way interfere with the 
fullest application of the method to the work of the division 
of virus research; on the contrary it encouraged the closest 
link between the two divisions, and this link has proved to 
be of much mutual benefit. Similarly the period during 
which research on viruses has reached its present high 
state of development has also been the period that has seen 
the most rapid growth of biochemistry, particularly the 
descriptive and dynamic biochemistry of the cell. The 
application of biochemical thought and technique to virus 
research has not been neglected and is rapidly growing in 
importance. Here again is the basis for the links that have 
been formed in the institute between the division of virus 
research and those of chemistry and biochemistry. 

Virus research, then, in the particular institute that 
I am dealing with, involves the activities of many people. 
The nucleus of the work is in the hands of the members of 
the division of virus research itself; these are men and 
women whose interest in viruses is primarily biological and 
medical; in so far as an organised team exists, they con- 
stitute the team. In a subject of this sort, however, as in 
many other branches of medical research, the fringes of 
the effort may often turn out to be the growing points, 
and these potentially important fringes are studied, as 
opportunity offers, with the aid of workers in other 
relevant disciplines whose own primary interests may lie 
in quite different directions. In my opinion the attempt 
to achieve effective working arrangements of this kind 
should be the principal aim of those who are responsible 
for the organisation of research institutes, because I believe 


3) that personal relationships are such that members of 


that when they are achieved they constitute a service to 
scientific research not easily provided in any other sort of 
institution. 

Advantages of an Institute 

On a more practical level a great advantage that a large 
research institute should be able to offer is the provision 
of the best technical facilities with considerable economy. 

The increasing elaboration of technical methods and the 
consequent increase in the cost of scientific research is only 
too apparent to all of ais; nor is it possible always at the outset 
of a research programme to forecast accurately the type of 
equipment that will be required. In a generally well-equipped 
institute, however, the major pieces of special apparatus will 
be found in one or other of the divisions where their primary 
use may happen to lie. It is perfectly possible to have an 
understanding that, whilst the equipment is provided in the 
first place for the use of the laboratory where it is situated, it 
must be made available within reason to any other worker in 
the institute who finds himself in urgent need of it for the 
development of his research. 

Pooling of resources should ensure that no research- 
worker is frustrated in his work by lack of adequate 
technical facilities. 

Theoretically, of course, there is no reason why medical 
research, of the type that I have illustrated by reference 
to work on viruses, should not be developed as well or 
better elsewhere than in a research institute. A university 
with first-class scientific and medical faculties will possess 
in all a far greater number of talented investigators than 
any research institute can hope to gather within its walls. 
Similarly the total amount of technical equipment in the 
university will be greater. The claim of the research 
institute to be able to render a unique service in medical 
research must rest therefore on the demonstration that it 
has some special quality which a collection of university 
departments cannot provide, however high may be their 
individual standing. 

I believe myself that such a quality does exist and that 
a basic necessity for its acquisition is the assembly under 
one roof of a collection of people with widely differing 
scientific interests but working together with a common 
sense of purpose. It was said, I think by Alan Gregg, that 
a prerequisite for effective collaboration in research is that 
you should not have to put on your hat when you go to see 
the man you want to talk to. There is certainly much truth 
in this, but there is an equally important requirement, 
which is that the man you consult should be ready to 
listen. It is certainly much easier to develop an atmosphere 
in which effective mutual consultation can take place 
within a research institute than it can ever be in a 
university. 

Indeed, paradoxical as it may seem at first sight, the 
better the quality of individual university departments, the 
less easy may mutual consultation between their workers 
become; for high scientific quality in a university depart- 
ment tends to be associated with intense preoccupation 
with the subjects of investigation and a corresponding 
reluctance to divert intellectual effort to the problems of 
others; moreover it will inspire personal affection for and 
loyalty to the department itself rather than to the larger 
institution of which it is a part. Furthermore, even given 
the utmost degree of friendliness and good will, the posi- 
tion of a member of one department entering another as a 
guest to make use of its valuable equipment can never 
be easy. 

Conditions of Success 

Within a large research institute the divisions will of 

course correspond in a sense to the departments of a 


| fl 
Pp 
d 
r 
r 
fe 
is 
a 
r 
ay 
es 
of 
cc 
m 
m 
of 
W 
th 
hi 
in 
in 
to 
hi 
ro 
hi 


28 JUNE 1958 


ORIGINAL ARTICLES 


1349 


university faculty, and the head of a division, if he has, 
as he ought to have, some qualities of leadership, will 
naturally do his best to see that the standard of work in 
the laboratories under his care is as high as he can make 
it. On the other hand the essence of academic work is the 
pursuit of knowledge for its own sake without regard to 
practical issues; the essence of work in a research institute 
is pursuit of knowledge with the greatest degree of 
intellectual freedom that is consistent with mindfulness of 
the objects for which the institution was established. The 
difference, though subtle, is very real and is profound in 
its effects; for it will mean, if the spirit of the institute is 
as it should be, that the subjects for research in the different 
divisions are chosen not only for their own interest but for 
their potential contribution to the common effort. This 
in its turn will mean that the loyalties of the workers 
will be to the institution as a whole rather than to 
their local habitation within it, and thus may be 
prevented the growth of barriers that would otherwise 
form between groups of investigators with differing 
interests. 


It goes without saying that the state of affairs that I have 
indicated as being desirable, and indeed in my opinion 


essential, if a research institute is to make its proper con- . 


tribution, does not come about automatically. The mere 
assembly under one roof of a number of able people, 
covering between them the required range of disciplines, 
is but the first small step. I have, indeed, ventured to 
criticise the Rockefeller Institute in its early days for the 
very reason that the effort put into its establishment, 
magnificently successful as it was in collecting men of 
talent, seems to have stopped at that point. Very positive 
action is required to carry matters further, and the respon- 
sibility for this rests on those who are called upon to direct 
research institutes. : 


I have already mentioned three prerequisites for success 
—namely, sufficient range of scientific competence, a 
flexible organisation governed by a liberal policy, and good 
personal relationships. The first and second of these 
depend on the employing organisation and the director 
working together, the third on the measure of success that 
the director may achieve in gaining the confidence of his 
colleagues. Even though these basic requirements are 
reasonably fulfilled, the need for constant vigilance 
remains. The tendency for groups of people with dif- 
ferent intellectual interests to segregate from one another 
is always strong and must at all costs be combated within 
a research institute; the most effective weapon against 
this tendency is the development of researches involving 
many people with different outlooks and different 
approaches to the problem. Over and above this it is 
essential to preserve an atmosphere in which any member 
of the staff feels free to seek the help of any of his 
colleagues, and in which evérything possible is done—by 
means of colloquia, open days, and any other available 
means—to spread knowledge of and interest in the work 
of individual laboratories through the institute as a whole. 
When all has been done by authority that can be. done 
the happiness of any individual member of the staff and 
his usefulness depend on himself. In a large and active 
institute with a free atmosphere the opportunities for 
intellectual stimulation lie to his hand and it is for him 
to use them if he will. He can gain so much by varying 
his companions at the luncheon table and in the coffee 
room; he can lose so much by making no contacts outside 
his immediate associates. 


Objections to Institutes 

Having discussed some of the advantages that can, 
under the right conditions, be provided by research 
institutes, giving them a useful place in medical research, 
I must now consider some of the criticisms that are 
levelled at institutions of this kind—criticisms that are 
neither infrequent nor lacking in vigour. 

I have already mentioned some of the dangers and 
difficulties inherent in research institutes, of which I have 
become conscious from my personal experience; but the 
criticisms that are commonly made from outside are of a 
somewhat different character. These criticisms are to 
some extent mutually contradictory; thus the academi- 
cally minded critic finds it hard to believe that the higher 
flights of scientific investigation can be attained within an 
organisation that is subject to any sort of restriction or 
limitation of objective, whilst the practically minded critic 
sees the research institute as a hothouse for the develop- 
ment of the ivory-tower mentality. Again, it is said on the 
one hand that the staff of a research institute tends to be 
static and therefore inevitably to accumulate dead wood; 
on the other that by offering a sheltered existence with 
no distractions from research the institute drains the 
limited pool of talent of people who would be better 
employed in universities. These contradictions do not 
however, necessarily deprive the criticisms of substance, 
and they must be examined. 

The answer to the extreme academic objection that 
original investigation can flourish only in conditions of 
complete academic freedom is a simple one; it is contained 
in the record of major scientific discoveries that have 
come from medical research institutes in this and other 
countries. This statement is not merely a matter of 
personal opinion; it is substantiated by the opinion of the 
scientific community as shown by the recognition of 
workers in medical research institutes, internationally by 
the award of Nobel prizes, in this country by election to 
the Royal Society, and in other countries by analogous 
distinctions. In the light of this record it is manifestly 
untrue to maintain that the atmosphere of a research 
institute is necessarily less encouraging to original 
thought than that of a university. 

The contrary argument that work in a research institute 
leads to loss of contact with reality has more cogency. 
If we accept the view that the maximum of intellectual 
freedom is an essential feature of a satisfactory institute, 
such an institute will attract the type of person capable 
of original thought, and we cannot be surprised that some 
workers placed in an atmosphere of this kind will become 
engrossed in the pursuit of their own ideas and will 
become totally uninterested in any practical application 
of their work. This must be accepted as a risk inherent in 
the research-institute system; the lack of practical interest 
on the part of the worker himself can be countered by 
increased watchfulness on the part of the head of his 
division and the director; nor must we forget that even if 
there should be no perceivable practical outcome of the 
work, this may nevertheless constitute a scientific advance 
intrinsically worth having. 

The questions of the effect of life in a research institute 
on the staff, and of the competitive requirements for 
scientific staff of research institutes and university depart- 
ments, are best taken together. It is not to be denied 
that a danger of stagnation exists for the scientific staff 
of a research institute; but much can be done to combat 
this danger. It is also true that university departments 
and research institutes must draw on the same pool of 
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talent; but here again it is possible to adopt a mutually 
helpful policy rather than to indulge in cut-throat 
competition. 

The danger of stagnation can be partly dealt with at the 
earliest stage by the conditions of employment. It will be 
generally admitted that a career of scientific research is 
the least predictable of all careers: for the young man 
setting out on it, it is an adventure, and for his employers 
a speculation. It is therefore surely fair and reasonable 
that junior workers in research institutes should be 
employed on short-term appointments of three to five 
years until it is apparent that they have chosen the work 
for which they are fitted. If this proves not to be so. 
there is then still time for them to start another career. 

Stagnation of a more serious character can occur at a 
later stage. It is a mistake to regard work in a research 
institute as a sheltered and umexacting occupation. 
Economically sheltered it may be, but it can be far more 
exacting psychologically than many apparently more 
arduous forms of work. This is often not apparent to an 
individual worker for a number of years; while his mind 
is most active he will welcome the unparalleled oppor- 
tunity that a research institute can offer for the pursuit 
of his own research without any other responsibility. For 
many men, however, and indeed in my experience for 
most, there comes a time when the satisfaction to be 
obtained from their own efforts ceases to be enough. This 
tune is critical ; if a real sense of inadequacy and frustration 
is allowed to develop a good man may be lost, ceasing to 
be a useful member of the research institute, and at the 
same time having no heart for any other job. 

Here again there are ways in which this danger that 
besets research institutes can be met. It does not follow 
that because a research-worker in early middle age has 
lost his desire to pursue research at the expense of all 
other activities he has therefore lost his usefulness. On 
the contrary he may well have acquired other qualities of 
experience and judgment, and the capacity for imparting 
knowledge, that increase his potential value to society if 
the right work can be found for him. Sometimes the 
problem can be solved within the research institute itself, 
if there exist official duties in which he can be given a 
share; more often, however, it is better for him to move 
elsewhere, and it is in this connection that ease of transfer 
from the staffs of research institutes to those of universities 
becomes so important. 

If such a transfer is to take place it is obviously only 
by good fortune that it can occur at the optimum moment 
both for the research institute and the university. Since 
it is on the universities that the supply of future research- 
workers must depend, it seems to me self-evident that 
when there is an apparent conflict of interest the claim 
of the university must come first. No research director in 
his senses would wish to compete with a university for the 
services of a man who would obviously make a good pro- 
fessor, even though he may still be a most valuable 
member of his scientific staff; on the contrary, if he is wise, 
he will encourage such a man to seize his new opportunity 
whilst he has full vigour to make use of it. What I have 
just said is based not on armchair theory but on practical 
experience. There are about twenty university professors 
of medical subjects, now or previously in office, in univer- 
sities in this country and the Dominions, as well as several 
readers, who have earlier served as members of the staff 
of the National Institute for Medical Research. In no 
case was any attempt made to dissuade the man from 
taking the university post; in no case did a man leave the 


institute worn out by his research and seeking only to 
subside into his professorial chair. On the contrary, all 
these men have continued to be active investigators and 
by the quality of their departments they have made their 
full contribution to university life. This is part of the 
record of the National Institute for Medical Research, in 
which I personally feel great pride. 

The research institute, I believe, not only has a part 
to play in medicine as an efficient instrument for the 
advance of knowledge, but so far from being in destructive 
competition with universities, can complement their 
efforts, and may even have the good fortune to serve as 
a nursery for first-class heads of university departments. 
The claim that the research institute can make a unique 
contribution rests on the assumption that its total effort 
will be more productive than would be the sum of the 
efforts of its constituent parts were these not welded into 
a closely knit scientitic community. I have tried to show 
how this claim can be substantiated, and at the same time 
I have been at some pains to point out the dangers to 
which research institutes are exposed and the conditions 
that are necessary for success. The pitfalls are many and 
the frequency with which we fall into them is high; 
nevertheless the rewards of success when it does come are 
so great that the effort to maintain and develop institutes 
for medical research can surely be regarded as worthy 
of human endeavour. 


Two Unsolved Problems 

Before I end there are two major unsolved problems 
which I must mention. All that I have said refers to 
institutes concerned with laboratory research only. We 
are, however, considering the place of the research 
institute within the framework of medicine as a whole. 
If we agree that the laboratory research institute has its 
function and can under the right conditions be of great 
value, the question arises as to whether this value would 
be much enhanced by a close association with clinical 
work. This brings in its train the second question, which 
is whether a strengthening of clinical research, similar 
to that achieved on the laboratory side, could be effected 
by the establishment of clinical research institutes. 

These two questions are far too large to be discussed 
at this juncture. On the first I would only say that no-one 
who works in a laboratory institute for medical research 
can fail to be conscious of a defect in the present system. 
It is indeed possible to ensure that discoveries made in 
the laboratory that have practical application are promptly 
brought into the right hands so that they may be properly 
applied; on the other hand it happens not infrequently 
that a research started as a laboratory investigation 
develops in such a way that observations on patients 
become desirable both from a scientific point of view and 
in order to study the application of the work to treatment 
of disease. With all possible good will on both sides, the 
establishment of a fruitful laboratory-clinical collaboration 
at a distance offers formidable difficulties, and in the 
event frustration and loss of effort can undoubtedly result. 
For this and other reasons it is tempting to suppose that a 
closer association of laboratory research units and clinical 
work would be advantageous, certainly to the laboratory 
workers and perhaps to the clinical investigators. 

It is tempting further to assume that the advantages 
would be enhanced if the association were with an 
institute for clinical research covering many different 
branches of medicine. The success that has already been 
achieved by the United States National Institutes of 
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Health points indeed in this direction. It does not follow, 
however, that an organisation appropriate to the special 
circumstances prevailing in the United States will neces- 
sarily succeed in other countries, and it seems to me that 
the question of the feasibility and usefulness of institutes 
for clinical research in general remains open. Never- 
theless I would like to end my lecture leaving this question 
in your minds. It is at least worth thinking about. For 
if the answer is yes, we might, by forming institutes for 
clinical research and associating or combining them with 
laboratory research institutes, forge weapons for the advance 
of medical science more powerful than any that we now 
possess. 


EXPERIMENTAL PRODUCTION OF 
ENDOMYOCARDIAL FIBROSIS 
HANs SELYE 
M.D., Ph.D. Prague, D.Sc. McGill 


PROFESSOR AND DIRECTOR, INSTITUT DE MEDECINE ET DE CHIRURGIE 
EXPERIMENTALES, UNIVERSITE DE MONTREAL, MONTREAL, CANADA 


THE term “ endomyocardial fibrosis ’’ describes struc- 
tural derangements*of uncertain zxtiology. As Brigden 
(1957) points out, minor degrees of such derangements 
are common in many of the chronic forms of myocardial 
disease, but they are generally thought to be essentially 
different from the great endocardial thickening which 
appears to be the result of a specific disease particularly 
rife in Africa. Typical cases of endomyocardial fibrosis 
are common in Uganda (Ball et al. 1955, Davies and 
Ball 1955), the Sudan (O’Brien 1954), and Eastern Nigeria, 
where allegedly 40°, of the patients with heart-disease 
admitted to hospital have endomyocardial fibrosis (Nwokolo 
1956). However, the disease is likewise not unusual in 
the Middle East (Bedford and Konstam 1946), and it has 
occasionally been observed in the United Kingdom 
(Hughes and Smith 1953, Evans 1949), the United States 
(Thomas et al. 1954, Elster et al. 1955, Hoffman et al. 
1955), Switzerland (Loeffler 1936), and other countries. 


The subject has been reviewed at some length by 
Gray (1951 and by The Lancet 
(1952). 

Stemmermann (1957) des- 


cribed a malady under the name 
of “idiopathic endomyocardial 
necrosis ’’ which he believed to be 
related to the typical endomyo- 
cardial fibrosis. In his patient the 
cardiac lesions were associated 
with extensive morbid changes in 
the pancreas. Stemmermann also 
obtained material, from twelve 
additional cases, through the 
Armed Forces Institute of Patho- 
logy (Washington, D.C.), and 
noted that in seven of these there 
were pancreatic lesions—especi- 
ally, focal necrosis of acinar tissue 
and necrosis of fat. Sometimes 
the pancreatic ducts were plugged 
with secretion and pancreatitis 
developed. Stemmermann con- 
cluded that “the basic pattern 
of the pancreatic changes fits 
into the framework of the general 
adaptation syndrome 


20 days after transient treatment with Me-CI-COL + NaH,PO,. 
tissue between subendocardial muscle-layers. (Fuchsin. » 75). 


Since the causal agent has never been identified, it is 
not certain that endomyocardial fibrosis is always a mani- 
festation of the same disease, nor can it be proved that 
subendocardial necrosis represents an early stage of 
endomyocardial fibrosis. Most investigators believe that 
endomyocardial fibrosis is due to some infection or 
nutritional deficiency, but this has not been proved, and 
Stemmermann (1957) expressed the opinion that, under 
certain conditions, any stressor agent could produce such 
myocardial lesions. 

Our interest in this lesion was aroused by the observa- 
tion that, in various species of laboratory animals, pre- 
dominantly subendocardial necroses can be produced at 
will by conjoint treatment with steroids and sodium salts. 
This so-called electrolyte-steroid-cardiopathy character- 
ized by necroses (E.S.C.N.) is sometimes accompanied by 
focal pancreatic necroses and pancreatitis (de Salcedo and 
Selye 1957). 

The experimental production and prevention of the 
E.S.C.N. have recently been surveyed in a brief review 
(Selye 1958a) and in an extensive monograph (Selye 
1958b). Suffice it therefore to point out here that, after 
suitable conditioning with corticoids—particularly with 
the highly potent 2x-methyl-9«-chlorocortisol (Me-Cl- 
COL)—not only electrolytes but even mere exposure to 
stress (hot or cold baths, surgical trauma, injections of 
adrenaline, noradrenaline, vasopressin, and many other 
drugs) can produce predominantly subendocardial nec- 
roses in the heart, and that these can be prevented by the 
oral administration of KCl or MgCl,. 

In view of the great prevalence of endomyocardial 
fibrosis in certain parts of the world, it seemed of interest 
to establish whether this disease is related to the E.S.C.N., 
because, if it is, the successful prevention of the latter by 
KCI and MgCl, may be a guide to the nutritional pro- 
phylaxis of clinical endomyocardial fibrosis. 


Experiments 
Materials and Techniques 
Fortyefemale Sprague-Dawley rats, with a mean initial body- 
weight of 98 g. (range 90-107 g.), were subdivided into four 


Fig. 1—Thick layer of endocardial fibrosis in wall of left ventricle of a rat in group 2, killed 


Note infiltration of fibrous 
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tions of E.S.C.N. (extensive and pre- 
dominantly subendocardial necroses 
with secondary inflammation). None 
of the rats in groups 3 and 4 died. 


On the 30th day all the treatments 
were discontinued, and the survivors 
in groups | and 3 were killed. Their 
hearts were fixed in neutral formalin 
and stained with our fuchsin tech- 
nique (Selye 1958b), which shows up 
early prenecrotic degenerative changes 
in myocardial muscle-fibres. The in- 
tensity of the cardiac lesions was 
assessed in terms of an arbitrary scale 
of 0-3, and it was found that on the 
30th day the mean intensity of the 
myocardial necroses was 1:5 + 0-25 in 
the rats in group 1, whereas the ani- 
mals of group 3 (which received the 
additional MgCl, treatment) showed 
no histological evidence of myocardial 


damage. 
Fig. 2—Comparable region of the endocardium of a rat in group 4, showing preservation of 20 days laterti.c., 50 days after | 
normal structure, owing to prophylactic treatment with MgCl,. (Fuchsin. « 75). initiation of the treatment—the rats in ( 
1 
equal ups. All the rats were fed — 
(Ralston Purina Co.) throughout the 
period of observation. In addition, rt 
during the first 30 days they all a é 
received 1 NaH,PO,2H,0 as their 
only drink, and Me-Cl-COL in the ie ‘ 
form of microcrystals of its acetate, at I 
dose of 50 ug. in 0-2 ml. of water, a 
subcutaneously, once daily. Groups y 
1 and 2 were not otherwise treated, 
whereas groups 3 and 4 received, in 
addition to the Me-Cl-COL Ne F 
MgCl,«6H,0O in 2 ml. of water, twice 
daily, by seomach tube, during the 
first 30 days. By the 30th day — Fig. 4—Circumscribed patch of fibrous pericarditis on the surface of the left ventricle of rat 
animals in group 1 and three in in group 2. Such pericardial lesions are much less common in rats so treated than is p 
group 2 died with obvious manifesta- endomyocardial fibrosis. (Fuchsin. < 25). 2 
( 
groups 2 and 4 were killed, and their ai 
hearts were histologically examined by I 
the same technique. The findings in th 
these latter groups represent the prin- 
cipal subject of our study and will be 
discussed in detail below. m 
Results 
Two of the rats in group 2 exhibited 
no detectable histological change in b 
the myocardium on the 50th day—i.e., ar 
at the end of the 20-day rest period. 
Apparently here, whatever minor bi 


lesions might have been present on the 
30th day, when treatment was discon- 
tinued, had healed without leaving any H. 


permanent scar. However, in all of Se 
the remaining eight animals, thick pli 
layers of subendocardial fibrosis had 
developed in those locations where the BR 

a 
necroses had been most plentiful in Be 
the rats of the corresponding group 1 Br 
which were killed immediately after Da 
discontinuation of treatment. In some de 
of these rats the endocardial fibrosis a 
was accompanied by patches of peri- Gr 


Fig. 3—Particularly severe endomyocardial fibrosis in the wall of the right ventricle of a rat 


in group 2. (Fuchsin. 75). cardial and myocardial fibrosis. 
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The histological appearance of these changes is illustrated in 
figs. 1-4. The resemblance between this experimental lesion 
and the morbid changes found in patients who die of endo- 
myocardial fibrosis is quite striking. In the myocardium of 
the rats in group 4 no pathological change was detected. 


Discussion 

It is clear from these experiments that, although small 
foci of myocardial necroses can disappear after discon- 
tinuation of the electrolyte-steroid treatment without 
leaving a trace, the larger foci of the E.S.c.N. heal by the 
substitution of dense connective tissue for the dead 
muscle-fibres. Since the necroses of the E.S.c.N. tend to 
be localised predominantly in the subendocardial layers, 
the fibrosis is also most conspicuous in these regions. 
It is evident, furthermore, that MgCl, not only prevents 
the development of the initial myocardial necroses but 
also forestalls the secondary fibrosis. 

We repeated this experiment on rats which received 
the same treatment with Me-Cl-COL plus NaH,PO, for 
30 days. The rats that did not die spontaneously were 
killed after 30 days; no rest period was allowed in this 
experiment. The results were essentially the same except 
that fresh subendocardial necroses and endocardial fib- 


roses often occurred simultaneously in the same heart... 


MgCl, again prevented the development of all myocardial 
changes. 

It remains to be seen whether electrolytes and steroids 
also have a decisive réle in the development of clinical 
endomyocardial fibrosis, and whether MgCl, and other 
electrolytes that are known to prevent the E.S.C.N. (e.g., 
KCl) could here be used to advantage as prophylactic 
agents. Further studies will also be necessary to verify 
whether a high dietary intake of fats, carbohydrates, and 
certain Na salts which sensitise laboratory animals for the 
production of an E.S.c.N. (Selye 1958b), plays a part in 
the pathogenesis of the structurally similar spontaneous 
disease of man. 

Summary 

Experiments on rats indicate that a comparatively brief 
period of treatment with certain corticoids, such as 
2x-methyl-9x-chlorocortisol (Me-Cl-COL), plus Na salts 
(e.g., NaH,PO,), produces myocardial necroses which 
are predominantly localised in the subendocardial layers. 
If, in addition to this treatment, MgCl, is administered, 
the development of these changes is prevented. 

After discontinuation of treatment, the cardiac nec- 
roses thus elicited tend to heal by the formation of thick 
scar tissue, producing a condition resembling endomyo- 
cardial fibrosis. 

In rats in which these cardiac necroses were prevented 
by the prophylactic administration of MgCl, the second- 
ary fibrosis did not develop. 

The possible clinical implications of these findings are 
briefly discussed. 

These investigations were supported in part by Research Grant no. 
H-3688 from the National Heart Institute, U.S. Public Health 
Service, and by a grant from the Upjohn Company, who also sup- 
plied 2x-methyl-9a-chlorocortisol. 
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CONTROL OF GASTRIC AND PANCREATIC 
SECRETION BY INHIBITION OF CARBONIC 
ANHYDRASE* 


Henry D. JANOWITZ 
M.D. Columbia 
ASSOCIATE ATTENDING PHYSICIAN FOR GASTROENTEROLOGY, AND 
CHIEF, GASTROINTESTINAL CLINIC, THE MOUNT SINAI HOSPITAL, 
NEW YORK 


THE most striking relation between the stomach and 
the pancreas is the way in which the gastric mucosa 
secreting an acid solution with a H* -ion concentration of 
more than 160 mEq. per litre elicits from the pancreas an 
alkaline fluid with a corresponding bicarbonate-ion con- 
centration of 150 mEq. per litre or more. 

This symmetrical integrated process has an inherent, 
almost esthetic, interest; but, beyond this, clinicians have 
been preoccupied for the last fifty years with either con- 
trolling or suppressing this mechanism for their therapeu- 
tic ends. Almost the whole of modern treatment of peptic 
ulcer is an attempt to abolish the stomach’s secretion of 
hydrochloric acid, on the supposition that the ulcer is a 
localised area of autodigestion of gastrointestinal mucosa 
by hydrochloric acid. 

Almost the whole of therapy in acute inflammation of 
the pancreas is a similar effort to suppress pancreatic 
secretion, based on an analogous supposition that this 
lesion is due to localised autodigestion by pancreatic 
secretion. 

These therapeutic concepts may be wrong, but it still 
seems desirable to be able to control and thus to suppress 
the secretions of these digestive glands. 

If we leave aside total extirpation of the gastric glands 
(perhaps the ultimate aim of surgical therapy), the current 
useful therapeutic agents either neutralise already elabor- 
ated acid or else interfere (with variable success) with the 
nerves which stimulate the gastric glands. A more logical 
approach would be direct control of the intracellular 
processes of secretion—inhibition at the source. This is 
not a priori impossible, since there exist precedents for 
such intracellular therapeusis—e.g. mercurial inhibition 
of the renal tubular reabsorption of fluid and solutes 
in clinical edema, and probenicid inhibition of the 
reabsorption of urates in gout. 

The studies of gastric and pancreatic carbonic anhydrase 
which are here reviewed had as their genesis the hope of 
establishing a safe, efficient, and practical method of con- 
trolling these digestive secretions at the cellular level. 
This hope was not achieved, but the results of these studies 
indicate that such a chemotherapeutic aim is feasible 
and give further insight into the complex intracellular 
processes of digestive secretion. 


* The substance of this paper was presented as the MacArthur lecture 
at the University of Edinburgh on May 31, 1956. 
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Inhibition of Gastric Secretion by Inhibition of Gastric 
Carbonic Anhydrase 
Historical 

The considerable literature on gastric carbonic anhy- 
drase was reviewed by Davenport (1946a). Here it is only 
necessary to recall the following points: 

Dayenport (1939) showed that this zinc-containing enzyme 
was present in highest concentrations in that part of the gastric 
mucosa which contained the highest proportion of oxyntic 
cells. This discovery suggested that carbon dioxide arising in 
these cells during metabolic processes is hydrated to carbonic 
acid under the catalytic influence of the enzyme, and that 
subsequent ionisation of carbonic acid provides hydrogen ions 
for gastric secretion. 

Inhibition of acid secretion in the dog under the influence 
of thiocyanate appeared to support this suggestion strongly, but 
Feldberg et al. (1940) showed that sulphanilamide, a more 
potent carbonic-anhydrase inhibitor than thiocyanate, did not 
inhibit acid secretion, and Davenport (1946b) withdrew his 
theory. Yet studies (Davies and Edelman 1951) on the secretion 
of the isolated amphibian stomach indicated that an external 
source of bicarbonate was needed, and that carbonic-anhydrase 
activity was needed to maintain high rates of secretory 
activity. 

This discrepancy between the in-vitro studies and the failure 
of inhibitors of carbonic anhydrase of the sulphanilamide class 
to inhibit gastric secretion of acid in vivo was disturbing. 
Further, Davies and Roughton (1948), on the basis of the rela- 
tive concentrations of enzyme in red blood-cells—and in gastric 
mucosa, had concluded that no inhibition in the living animal 
was to be expected, because the transport of carbon dioxide 
by the blood would be so seriously affected as to lead to the 
speedy death of the animal. 

Studies with Acetazolamide 

Such was this unresolved situation when our interest 
was stimulated by the synthesis of a series of carbonic 
anhydrase inhibitors by Roblin and Clapp (1950) searching 
for more effective diuretic agents. Several heterocyclic 
sulphonamides were created as carbonic-anhydrase inhibi- 
tors. Acetazolamide received most study, but the anti- 
secretory activity of related substances was also explored. 


Studies in Animals 

Acid secretion was investigated in dogs fitted with 
vagally denervated (Haidenhain) pouches of the body of 
the stomach, secreting under the continuous influence of 
subcutaneous histamine. When intravenous acetazolamide 
20-60 mg. per kg. of body-weight was given to these 
animals, there followed, after 20-80 minutes, a profound 
fall in the rate of secretion of hydrochloric acid, ranging 
between and 97 average about 90” .,) (Janowitz 
et al. 1952a). This persisted for from three to six hours 
and appeared completely reversible. Most striking was 
the observation that this degree of inhibition of gastric 
carbonic anhydrase was well tolerated by the dogs. Studies 
based on the topical application of acetazolamide to the 
gastric mucosa indicated that the results were due to local 
action on gastric carbonic anhydrase and not necessarily 
related to the amount of acetazolamide circulating in the 
plasma (Janowitz et al. 1952b). This inhibition was also 
quite independent of alterations in the plasma-electrolyte 
level. 


Studies in Man 

With some trepidation the influence of acetazolamide 
was investigated in man in a similar way (Janowitz et al. 
1957). Healthy volunteers and patients with peptic ulcers 
of the stomach, duodenum, or jejunum were studied 
during phases of unstimulated interdigestive (basal) secre- 


tion and after histamine stimulation. Profound inhibition, 
up to complete suppression, of the secretion of hydro- 
chloric acid was produced by the intravenous infusion of 
large doses (73-154 mg. per kg. of body-weight) of 
acetazolamide given in 1 to 8 hours. Oral acetazolamide 
was ineffective, probably because such large doses were 
not given. Although there was tingling of the extremities, 
anxiety, and breathlessness with doses greater than 114 
mg. per kg. of body-weight, acetazolamide was surpris- 
ingly well tolerated. 

These results in animals and man indicated quite con- 
vincingly that carbonic anhydrase is intimately involved 
in the mechanisms of the secretion of hydrochloric acid 
by the mammalian stomach, and that a suitable carbonic- 
anhydrase inhibitor can effectively suppress this secretion 
in the intact organism without untoward results. The 
extremely large doses required and, especially, the route 
of administration are cumbersome and restrict the thera- 
peutic usefulness of acetazolamide. In terms of our goal 
this method is safe and efficient but unpractical. 

Role of Carbonic Anhydrase in Secretton of Acid 

The bulk of evidence at present indicates that the 
inhibition of carbonic anhydrase affects only the secretion 
of H~ ions in the stomach, in contrast to its profound 
effects on the secretion of Na* and K ~ ions in the kidney. 
Experiments, presented in preliminary form by Colcher 
et al. (1952), lead to the conclusion that acetazolamide does 
not affect any H*-K~* or H*-Na* exchange mecha- 
nisms in the stomach. The role of carbonic anhydrase in 
gastric secretion is therefore believed to be solely con- 
cerned with the acid-secreting mechanism. 

Evidence based on the “alkaline tide’”’ of the urine and 
on gastric arteriovenous CO, differences, and, especially, 
the studies of Davies (1951) on the metabolism of the 
isolated gastric mucosa indicate that, for each mole of 
HCI secreted into the lumen of the stomach, an equal 
amount of bicarbonate plus lactate appears in the nutrient 
(interstitial) fluid. This bicarbonate is derived from 
plasma CO, and from CO, arising in the cell as the result 
of metabolic processes. In both cases the CO, is hydrated 
to form carbonic acid under the catalytic influence of 
carbonic anhydrase, and this acid ionises to form H~ and 
HCO, ions: 

CO, + H,CO, +HCOo,- 

During the secretion of H* ions at the mucosa an 
equimolar amount of OH ions is formed at the inner sur- 
face of the canaliculus of the parietal cell. Accumulation 
of these OH™ ions, with consequent disruption of the milieu 
intérieur of the cell, is prevented by neutralisation with 
HCO,. The present experiments indicate that the 
uncatalysed rate of the reaction written above is not rapid 
enough in the absence of carbonic anhydrase to meet the 
full demands of an actively secreting mucosa. Conse- 
quently the rate of acid formation falls drastically when 
inhibitors are administered. 


Inhibition of Pancreatic Secretion by Inhibition of 
Pancreatic Carbonic Anhydrase 

Historical 

The sequence of events in the analysis of the role of 
pancreatic carbonic anhydrase has followed rather closely 
the gastric pattern. The discovery of the enzyme in the 
pancreas of various animal species by Van Goor (1940) 
led him to postulate that the large amount of bicarbonate 
in pancreatic juice was ultimately derived from the hydra- 
tion of CO, under the enzyme’s influence. Here again 


as 
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the failure of inhibitors of carbonic anhydrase of the 
sulphanilamide group to influence secretion significantly 
cast considerable doubt on its role (Tucker and Ball 1941). 
Shortly after our discovery that acetazolamide was 
effective against gastric secretion of acid Birnbaum and 
Hollander (1953) reported that a similar effect could be 
elicited in the dog’s pancreas. 

Inhibition of Pancreatic Secretion by Acetazolamide in Man 
(Dreiling et al. 1955) 

In these studies duodenal fluid was aspirated, by con- 
tinuous suction, free from gastric contamination, Pan- 
creatic flow was stimulated by intravenous secretin 1 
clinical unit per kg. of body-weight because this hormone 
causes the pancreas to elaborate an isotonic solution of 
bicarbonate. Acetazolamide (given as the sodium salt of 
* Diamox ’) was infused intravenously for 1 hour between 
successive secretin stimulations. Eighteen persons were 
so studied: four had chronic pancreatitis, and fourteen 
had no disease of the pancreas. With doses of 80 mg. per 
kg. of body-weight or more there was a profound inhibi- 
tion of the flow of pancreatic juice and of the output of 
bicarbonate from the gland. The effect on the output of 
enzyme (amylase) was much less. , 

These results clearly showed that a suitable inhibitor of 
carbonic anhydrase could significantly suppress pancreatic 
secretion. The method is safe and efficient but cumber- 
some. Acetazolamide has been used by several workers 
in the treatment of external pancreatic fistulae with 
apparent success (Watman 1956, Papastrat and Miller 
1958). 

Role of Carbonic Anhydrase in Pancreatic Secretion 

Dreiling and Janowitz (1956) have shown that acetazo- 
lamide has no effect on the secretion of Na* or of K* by 
the human pancreas but only on the secretion of HCO,” 
ions stimulated by secretin. Secretin has no carbonic- 
anhydrase activity and does not potentiate the action of 
carbonic anhydrase in man. 

In our present formulation the HCO, ions of pancreatic 
fluid are derived from the hydration of CO, (of cellular 
metabolic origin in part and from plasma CO, in lesser 
part) under the influence of the enzyme. Inhibition of 
the enzyme limits the amount of HCO, ions available for 
secretion. 

In addition recent analysis indicates another function 
for the carbonic anhydrase (Janowitz and Dreiling 1957). 
It is well known that the HCO, concentration of pan- 
creatic juice is a function of the rate of secretion, varying 
directly, whereas the concentration of Cl~ ions varies 
inversely; the sum of Cl~+HCO,- is remarkably close 
to 160 mEq. per litre and isotonic. Under the influence 
of acetazolamide, although the flow and output of HCO,” 
decrease, the level of HCQ, tends to remain raised. This 
has suggested a second function for the enzyme: partici- 
pation in a Cl-HCO, exchange in the ducts of the 
pancreas, which exchange may be interfered with by 
the carbonic-anhydrase inhibitors. 


Future Lines of Approach to Intracellular Inhibition 


Much energy has been expended in the effort to find 
an “‘ ideal antisecretory drug ” with cholinergic-blocking 
action. Experimental and clinical studies have defined 
the limitations of the available compounds which suppress 
secretion by interfering with the neural pathways for 
stimulation. It seems clear to me that future refinements 
along this line are not likely to bring the “‘ ideal ” any closer 


in view of the widespread distribution of cholinergic- 
mediated neural pathways throughout the body; the quest 
for drugs without significant side-effects seems particularly 
likely to be fruitless. 

The present studies indicate that intracellular inhibi- 
tion of secretion by digestive glands is feasible in the intact 
human without limiting untoward effects. The carbonic- 
anhydrase inhibitors at present available, however, require 
large intravenous doses. It is not unreasonable to believe 
that other compounds may be synthesised which are 
effective in smaller doses. Some unpublished evidence 
suggests that acetazolamide and several of its derivatives 
may be concentrated within the parietal cells. However, 
the distribution of carbonic anhydrase in several key 
organs in the body may be the limiting factor to the present 
experimental approach. What is needed is more know- 
ledge of the more specific intracellular enzyme-catalysed 
processes involved in exocrine secretion. Though a con- 
siderable amount of information about overall metabolic 
processes within the gastric mucosa has accumulated, 
large gaps in our knowledge still exist. The recent 
demonstration by Douthwaite and Booth (1956) of the 
inhibition of gastric secretion in man by topical application 
of organic mercury to the mucosa represents a relatively 
non-specific approach towards the same end. 


Summary and Conclusion 


Administration to man of large doses of intravenous 
acetazolamide has shown two facts: 

(1) Carbonic anhydrase plays a vital roie in man in the gastric 
secretion of hydrochloric acid and in the pancreatic secretion 
of bicarbonate. 

(2) Inhibition of this enzyme suppresses gastric and pan- 
creatic secretion without untoward disturbing effects. 


The route of administration and dosage required for 
currently available carbonic-anhydrase inhibitors makes 
this approach unpractical at present. 

Inhibition of the intracellular processes of digestive 
secretion offers a new and feasible approach to future 
therapeutic research. 
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“ Authors have deceived, by not telling how oft such a 
Medicine hath failed, as well as how oft it hath cured: for there 
is no Medicine in use, but hath cured some, and there is none 
so excellent as to cure all; nor are all Diseases, though never so 
slight, curable; nor are all diseases, though never so dangerous 
and grievous, always and in all incurable.” —WILLIAM DRAGE, 
A Physical Nosonomy; pp. 4-5. London, 1665. . 
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BILIARY VESICULAR STASIS 
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THE commonest disorder of the biliary tract is a dis- 
order of its motility—biliary dyskinesia. Of a recent 
series of 200 consecutive cases investigated and treated for 
biliary-tract disorder, a dyskinesia was found, either alone 
or in association with some morphological change, in 126. 
The simplest and commonest form of dyskinesia is a 
vesicular stasis, a condition in which the gallbladder 
empties insufficiently. This condition was present in 34 
of the 126 cases of dyskinesia in this series. 

Biliary vesicular stasis may be divided into two main 
groups, hypotonic and hypertonic. 

Classification of Vesicular Stasis 
I. Hypotonic vesicular stasis 
1. Primary hypotonia. 
a) Purely functional. 
6) Organo-functional 
logical abnormality). 
2. Secondary hypotonia. 
Il. Hypertomic vesicular stasis 
1. Functional or spasmodic. 
2. Organic. 
a) Stone. 
5) Cystic dyskinesia 
i) Cystic valve. 
ii) Infundibulo-colo-cysticitis. 
iii) Fibrosis of sphincter of Oddi, 

In the present series there were 20 cases of hypotonic 
vesicular stasis. Chiray et al. (1925) in Paris described an 
atonic distension of the gallbladder which was completely 
independent of any mechanical obstruction and consti- 
tuted a definite clinical, radiological, and therapeutic 
entity. 


i.e., associated with some morpho- 


Hypotonic Vesicular Stasis 

Hypotonic vesicular stasis is a slowly progressive disease, 
occasionally with exacerbations. It is commoner in 
women and usually begins early in life. The patient 
complains of dyspepsia, described as a heavy dull feeling 
in the epigastrium and below the right costal margin 
which comes on a quarter to half an hour after meals and 
remains for two to three hours. These attacks last three 
or four days or more and appear to be initiated by the 
ingestion of fats, eggs, and sometimes fruit and green 
vegetables. Discomfort and pain are felt in the epigas- 
trium and below the right costal margin, and radiate to 
the dorsolumbar region and to the right scapula and inter- 
scapular regions. These symptoms have usually persisted 
for many years before the patient comes to consultation, 
by which time the attacks have become more frequent and 
the pain more severe. Appetite and weight are lost. The 
attacks of pain, lasting half an hour or so, gradually in- 
crease in severity until the crises of pain resemble true 
colic. Uncommonly these severe attacks may be associated 
with jaundice (in my series of 20 cases of hypotonic stasis, 
4 had a history of jaundice; and in only 1 of these was any 
possible morphological cause found—a stone) and there 
may be a raised temperature dnd copious bilious vomiting. 
Associated with these attacks of pain there is often severe 
headache of a migrainous type. 

On examination there may be tenderness on palpation 
below the right costal margin. There will be changes in 
the character, amount, and flow of the gallbladder bile 
(which is more concentrated and flows for a longer period) 
obtained either by the Meltzer-Lyon test or by the chrono- 
volumetric estimation of bile (Varela-Lopez 1950). 


On cholecystography, the gallbladder is often long and 
flask-shaped and lies parallel.to the spinal column. In the 
erect position the density of the shadow is greatest in the 
fundus. The form of the shadow may be distorted by the 
surrounding viscera. It is, however, impossible to make 
an accurate diagnosis by means of the “ classical ’’ chole- 
cystogram. An accurate diagnosis can be made by serial 
cholecystography (Rose 1958), in which a series of chole- 
cystograms (anteroposterior and lateral) are taken before 
and at ten-minute intervals after a fatty meal. From these 
the volume of the gallbladder is computed and an evacua- 
tion curve is drawn. The angle which the long axis of the 
gallbladder makes with the spine in the lateral view (angle 
of erection) is measured; the size of this angle is an indica- 
tion of the tone and the degree of contraction of the gall- 
bladder. On serial cholecystography the cystic duct is 
often visible before the fatty meal is given, the gallbladder 
evacuates insufficiently at all stages, and there is little or no 
evidence of active contraction or tone of the gallbladder. 

It may be impossible to distinguish between a primary 
and a secondary stasis before operation and manometric 
investigation (apart from trans-parieto-hepatic vesicular 
puncture). The peroperative investigations are (1) 
measurement of the pressure within the biliary tract on 
a recording manometer, and (2) radiography of the biliary 
tract after the injection of diodone. At operation the gall- 
bladder is in many cases found to be flaccid and slightly 
larger than normal. When pressure recordings are made, 
the residual pressure in the gallbladder is less than the 
normal 18 cm. of water. Peroperative radiography shows 
that the gallbladder is distended, elongated, and flask- 
shaped. It evacuates easily into the common duct, which 
is itself hypotonic, and the opaque material flows without 
resistance into the duodenum and also up into the hepatic 
ducts. The sphincter of Oddi is widely open. The com- 
mon duct is usually widely dilated and evacuates rapidly; 
the hepatic duct may also be dilated. The hepatic and 
common ducts often form part of a large curve, or they 
may be sinuous. 

The treatment of hypotonic vesicular stasis is in the 
first instance medical, but eventually in most cases there 
must be recourse to surgery. In considering the surgical 
treatment of hypotonic vesicular stasis it is important to 
emphasise that an exact diagnosis is a prerequisite and this 
can be obtained only by manometry and radiography at 
operation (Mallet-Guy and Rose 1956). It is only by 
these means that a primary hypotonia may be differen= 
tiated from a secondary atony of the gallbladder. The 
surgical treatment of primary vesicular hypotonia is based 
on the fact that the right greater splanchnic nerve is the 
inhibitor nerve of the biliary tract (Mallet-Guy and 
Maillet 1941, Mallet-Guy and Guillet 1942). In my series 
of 20 cases of hypotonic vesicular stasis I performed a 
right splanchnicectomy in each case. Each patient has 
been followed up by interview at intervals of one, two, 
three, six, and twelve months after operation and then 
annually. In classification of the results from operative 
interference in my series of disorders of the biliary tract 
and pancreas, the following groups have been used 
throughout: 

Group Ia: No symptoms and no dietary restrictions. 

Group Ib: No symptoms but some dietary restrictions. 

Group II: Persistence of some minor symptoms—i.e., symptoms 
less severe than before operation (the presence of even one symptom 
puts the patient into this group). 

Group III: Persistence of some major symptoms—i.e., symptoms 
as severe or even more severe than before operation (the presence of 
even one severe symptom puts the patient into this group). 
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Fig. 1—Serial cholecystogram, of case 1, showing a vesicular hypo- 
kinesia and a hypotonia. The gallbladder is of normal size but 
evacuates insufficiently. The angle of erection does not change 
throughout the examination. The plus signs indicate visibility 
of a duct. 


Group IV: Recurrerice after a period of relief. 

Groups I and II are regarded as good results and III 
and IV as bad results. 

The following is a brief résumé of a typical case of 
hypotonic vesicular stasis: 

Case 1.—A woman, aged 32, weight 9°/, st. Dec. 31, 1947: 
onset of fever (which lasted only two days), anorexia, nausea 
and vomiting, upper abdominal pain. The liver was enlarged 
and tender. A diagnosis of infective hepatitis was made. 

Jan. 30, 1948: the symptoms persisted and she was re- 
admitted; a diagnosis of duodenal ulcer was made, but the 
symptoms did not respond to the appropriate therapy. 

April 9, 1948: admitted to the teaching hospital when two 
other physicians and a surgeon were consulted and a diagnosis 
of subacute pancreatitis was made. The symptoms continued, 
with progressive loss of weight. 


é 


Fig. 2—The operative cholecystocholangiogram of case 1, showing 
an atonic gallbladder with a sinuous common duct. The mano- 
metric reading shows that the intravesicular pressure stabilised 
at 12 cm. of water. 
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July, 1948: there was a further acute attack, and readmission 
to hospital. There was continuing loss of weight. This time 
a pyloric ulcer was diagnosed, but this was not in accord with 
her symptoms. Appendicectomy performed. 

Jan. 9, 1949: referred to another teaching hospital with 
another acute attack of pain and dyspepsia; this time there was 
tenderness in the upper right abdomen and a marked intoler- 
ance of fats. Weight was 7 st. 6 lb. After another negative chole- 
cystogram, a second laparotomy was performed, when no 
abnormality other than adhesions was discovered. The adhe- 
sions were divided. The symptoms persisted but her weight 
remained at 7'/, st. There were frequent migrainous bilious 
attacks. 

The patient left the district and was not seen again until 
July 19, 1955, when she returned with an acute attack of pain, 
one of many frequent recurring attacks. There was obvious 
bilious pallor, tenderness below the right costal margin, and 
headaches. At this stage the patient came under my care; a 
serial cholecystogram (fig. 1) demonstrated vesicular stasis, 
probably of the primary hypotonic variety. In October, 1955, 
the diagnosis was confirmed at operation (fig. 2) and a right 
splanchnicectomy was performed. 

Now (two years after the operation) the patient has regained 
her lost weight and, apart from taking a little care with her 


TABLE I—RESULTS FROM THE SURGICAL TREATMENT OF HYPOTONIC 
VESICULAR STASIS 


Duration of Classification of results 


follow-up — 
(months) la Ib II III IV 


* One of these patients had a cholecystitis only and a cholecystectomy only 


+ This case is now recognised as one of a kink associated with a hypotonia, 
and has subsequently had a cholecystectomy with a good result. 


diet, is perfectly restored to health and has taken up her full 
duties as a teacher. She still has a few minor symptoms which 
in no way trouble her. A further serial cholecystogram showed 
an improvement, but not a complete return to normal, in the 
motor function of the biliary tract. 


The condition was considerably improved by a right 
splanchnicectomy—so much so that the patient and her 
relations regard her as being cured; but as she still must 
take some care with her diet and must not overindulge in 
fats, and still has some minor symptoms, the result must 
be placed in group II. 

Table I shows the analysis of the results obtained from 
the surgical treatment of hypotonic vesicular stasis. In the 
20 cases operated on, 17 results can be regarded as good 
and 3 as bad. There is not only symptomatic relief but 
also improvement in the motor function of the biliary 
tract: in 5 cases repeat control cholecystograms were 
carried out several months after the operation, and in each 
there was an improvement in the evacuation curve, which, 
however, in no case returned to absolutely normal. It 
seems reasonable, therefore, to attribute the symptomatic 
relief to an improvement in the function, and not, as 
critics have suggested, to the psychological effect of the 
treatment or to the enthusiasm of the doctors treating the 
patient! 

In 13 of these cases of hypotonic vesicular stasis, there 
was no morphological abnormality; in 4 there were gall- 
stones, in 2 a low-grade chronic cholecystitis, and in 1 
cholesterosis. 6 of these latter 7 cases had a cholecystec- 
tomy, and 1 had a cholecystlithotomy as well as the 
splanchnicectomy. 
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Hypertonic Vesicular Stasis 

Hypertonic vesicular stasis is a condition in which the 
gallbladder empties insufficiently on account of some 
obstruction to its evacuation, either functional or mechani- 
cal, and in which the intravesicular pressure is raised when 
it is measured by manometry at operation. Of the 34 
cases of vesicular stasis which form the basis of this paper 
14 were of the hypertonic variety. 

The purely functional type is quite rare, and there were 
only 5 examples in this series. In addition, in 2 cases there 
were duodenal ulcers. This condition is caused by a 
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Fig. 3—The serial cholecystogram of case 2, showing an abnormally 
large gallbladder which does not empty completely, with a high 
angle of erecti The pr ptive di is is one of generalised 


spasm of the sphiricter of Liitkens (1926) and also may be 
associated with a spasm of the sphincter of Oddi. These 
spasms may be either primary (i.e., no organic lesion can 
be demonstrated), or secondary to some organic lesion, 
such as a duodenal ulcer. 

Clinically there is no clear-cut syndrome, and it is impos- 
sible to make an accurate diagnosis from the clinical 
history and physical examination alone. There may be 
episodes of severe pain in the right hypochondrium, 
similar to attacks of gallstone colic, unaccompanied by an 
elevation of temperature. Sometimes the pain is less 
precise and may even resemble that of a peptic ulcer. 
Other patients complain of a typical biliary dyspepsia 
associated with headache and aggravated by fats. Serial 
cholecystography shows a vesicular stasis with increased 
vesicular tone. On the other hand, in longstanding cases 
a hyposystole may be present—i.e., there is a slight initial 
contraction of the gallbladder which soon passes off. 
Manometry at operation shows an intravesicular pressure 
which is above the normal of 18 cm. and falls after the 
vagus is blocked with a local anesthetic. Radiography at 
operation shows a somewhat dilated gallbladder, a narrow 
cystic duct, and sometimes a common ‘duct which ends 


TABLE II—THE RESULTS OBTAINED FROM THE SURGICAL TREATMENT OF 
HYPERTONIC VESICULAR STASIS DUE TO SPASM OF THE SPHINCTER OF 
LUTKENS 


Duration of Classification of results 
(months) la Ib Il Ill IV 

3 : 
3-6 1 
6-12 2 ots 
12-24 1 


1 case of recurrent pancreatitis with obstruction of the sphincter of Oddi, 
due to a combination of spasm and fibrosis, was classified as a group la 
after 12 months. 


like a well-sharpened pencil, indicating a coexisting spasm 
of the sphincter of Oddi. 

Medical treatment of this condition usually fails, though 
some temporary improvement can be obtained by the 
administration of spasmolytics. The surgical treatment of 
the purely functional type of hypertonic vesicular stasis is 
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a pear-shaped gallbladder, a slightly narrowed common duct 
which is angulated, and a long reflux along the pancreatic duct. 
The ric readings show in the top graph a high intra- 
vesicular pressure, which stabilised at 24 cm. of water; the second 
graph shows the pressure in the common duct, which stabilised at 
14 cm. of water. The third and fourth graphs show that after 
blocking of the vagus the pressures stabilised at 12 cm. and 6 cm. 
Sood indi 4 asp di hypertonia. 


e 
60. 
50. 
40 
30) 
10 
| — 
| 
FF FF + 3+3 2 =: 
SSS = =: 
RR: 
SS > 5 ES — 
4555 
Fig. 4—The operative cholecysto-cholangiogram of case 2, showing 
| 


ORIGINAL 


28 JUNE 1958 


ARTICLES 1359 


to eliminate the spasm by vagal section or, as Mallet-Guy 
et al. (1947) advise, by cholecystectomy. 

Case 2.—A man, aged 43, had an eight-year history of 
dyspepsia, with pain across the upper abdomen radiating to 
both shoulders, to the left side of his chest, and into his back. 
He had flatulence, nausea, and vomiting, which was aggravated 
by fatty foods. Serial cholecystography (fig. 3) showed a very 
large gallbladder which evacuated imperfectly with a high 
angle of erection. The presumptive diagnosis was a generalised 
biliary hypertonia. 

At operation, the gallbladder was large but otherwise 
appeared normal. The intravesicular pressure stabilised at 
24 cm. of water. The cholecysto-cholangiogram showed a 
narrow common duct and a long reflux along the pancreatic 
duct. The pressure within the common duct stabilised at 
14 cm. of water. After the vagus had been blocked with local 
anzsthetic, the pressures stabilised at 12 cm. and 6 cm. respec- 
tively. A diagnosis was made of spasm of both the sphincters of 
Litkens and Oddi (fig. 4). 

A low vagotomy was performed. More than a year after his 
operation, the patient remains completely cured. 

The results of the surgical treatment of these cases are 
shown in detail in table 11. To sum up, in the 5 cases of 
pure spasm of the sphincter of Liitkens, good results were 
obtained, and both the patients with an associated duo- 
denal ulcer were completely cured, by a vagotomy and 
posterior gastroenterostomy. There was in addition 1 case 
of vesicular stasis associated with a recurring pancreatitis 
and an obstruction to the sphincter of Oddi by a combina- 
tion of spasm and fibrosis; cholecystectomy, vagotomy, 
and sphincterotomy were performed, with a complete cure. 

A hypertonic vesicular stasis may be caused by a valve- 
like anatomical abnormality in the region of the junction 
between the cystic duct and the gallbladder. This condi- 
tion was first described by Schmeiden in 1920. These 
valve-like peculiarities and certain dysplasias of the neck 
of the gallbladder and the infundibulum give rise to inter- 
mittent obstruction to the evacuation of the gallbladder, 
which is followed by dilatation, angulation, and further 
obstruction. The gallbladder may be divided anatom- 
ically into the fundus, the body, the neck, and the 
infundibulum, which leads into the cystic duct (fig. 5) 
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Fig. 6—Serial cholecystogram, showing a small gallbladder which 
evacuates insufficiently, with an angle of erection which rises 
sharply late in the examination. The inset, a lateral view of the 

gallbladder, shows a marked kink in the infundibulo-colic region 


It is very difficult to 
differentiate a valve-like de- 
formity from a pronounced 
kink in the infundibulocolic 
region of the gallbladder, 
and it may be impossible 
to say whether a particular 
specimen should be 
classified as a valve or as 
a kink. Such a deformity 
can be associated with 
a generalised biliary hypo- 
tonia. It was thought, 
however, that these abnormalities should be discussed 
with the other causes of hypertonic vesicular stasis. There 
is another somewhat ill-defined group of conditions which 
Guy Albot (1953) and his associates call infundibulo- 
colo-cysticitis, in which they include the various dysplasias 
other than kinks, valves, and acute inflammations. This 
is a form of the so-called chronic cholecystitis which is 
localised to the infundibulum and neck of the gallbladder 
and a fibrotic condition of the cystic duct. 

The clinical signs and symptoms and the cholecysto- 
graphic findings are variable and depend on whether the 
gallbladder is able to contract forcibly against the obstruc- 
tion or whether the contractile power of the gallbladder 
has failed and a state of atony exists. The most commonly 
found (and relatively early) condition is one in which the 
gallbladder still retains its power to contract. The patient 
complains of severe attacks of pain of short duration 
brought on by fatty foods. Between attacks there is 
usually comparative freedom from pain. In the early 
stages of this condition the serial cholecystogram shows a 
gallbladder which evacuates, insufficiently, with an in- 
crease in tone and contraction. In most cases there is an 
obvious kink in the infundibulo-colic region, usually best 
seen on the lateral views (fig. 6), but sometimes more 
distinctly seen on the anteroposterior view (fig. 7). 

Eventually the gallbladder loses its power to contract 
ee against the obstruction. In this late stage the 
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Fig. 5—Anatomical regions of 
the gallbladder. 
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Fig. 7—The serial cholecystogram of case 3, showing a vesicular 
hypokinesia and hypotonia associated with a kink in the infundi- 
bulo-colic region (demonstrated on the anteroposterior view). 
A pr ive di is was made of vesicular hypotonia and 
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Fig. 8—Operative cholecysto-cholangiogram of case 3, which shows 
a gallbladder slightly larger than normal, a marked infundibulo- 
colic kink, a long spiral valve, and a widely patent sphincter of 
Oddi. Manometric readings show an intravesicular pressure 
which rose to 24 cm. of water and fell to stabilise at 15 cm. of 
water, indicating a biliary hypotonia associated with an infundi- 
bulo-colic kink. 

attacks of pain are replaced by a dull ache, more constant 
in character, in the epigastrium and radiating to the back. 
Cholecystographically the gallbladder is atonic. It is 
impossible as a rule at this stage to differentiate this condi- 
tion from a primary hypotonic stasis. This differentiation 
can be made only by manometry at operation (or trans- 
parieto-hepatic puncture of the gallbladder). In this series 
there were 6 patients with a valve or kink, one of which 
was associated with a gallstone. 

In the cases of a cystic valve and of infundibulo-colo- 
cysticitis, the pressure within the gallbladder is typically 
higher than normal and is not reduced by blocking the 
vagus. The pressure curve of the infundibulo-colic kink 
is also quite characteristic in this condition: the pressure 
curve rises to a certain level and then suddenly drops to 
a lower level, where it stabilises. The peroperative radio- 
graphs often show a well-defined kink or tortuosity in the 
infundibulo-colic region. The treatment of these cases 
is cholecystectomy, supplemented by the correction of any 
dystonia of the common duct which may be present. 

Case 3.—A woman, aged 45, had a fifteen months’ history 
of painful dyspepsia with nausea and vomiting. The pain was 
in the epigastrium and below the right costal margin, and 
radiated to both shoulders. She had severe headaches with the 
dyspepsia, which was aggravated by fatty foods. Serial chole- 
cystography (fig. 6) showed a gallbladder slightly larger than 
normal with gross insufficiency of evacuation. The angle of 
erection was slightly higher than normal but did not increase 
during the test. An obvious infundibulo-colic kink was demon- 


TABLE III-—RESULTS OBTAINED FROM THE SURGICAL TREATMENT OF 
HYPERTONIC VESICULAR STASIS DUE TO A VALVE OR AN INFUNDIBULO- 
COLIC KINK 


Duration of Classification of results 


follow-up —_—— - 
months la Ib II Ill IV 
3 ‘ 1 
3-6 
6-12 I 1 
12-24 3 1 


strated. A presumptive diagnosis was made of a hypertonic 
vesicular stasis. 

At operation, there were many adhesions between the under 
surface of the gallbladder and the surrounding viscera; these 
were especially dense in the region of the neck. The intra- 
vesicular pressure rose to 23 cm. of water and then stabilised at 
15 cm. of water. 

The cholecysto-cholangiogram showed an infundibulo-colic 
kink (fig. 8). The pressure within the common duct stabilised 
at 10 cm. of water. 

A cholecystectomy was performed. After 21 months the 
patient is completely cured and no longer has severe headaches. 

Table III gives a detailed analysis of the results; in 
brief all 7 patients obtained good results. In 1 case 
there was a generalised biliary hypotonia, and a right 
splanchnicectomy was performed in addition to a chole- 
cystectomy. 

On rare occasions a very small stone may be found in 
the cystic duct, causing an incomplete obstruction of the 
duct and thus leading to a hypertonic vesicular stasis. If 
the obstruction is complete there will be an exclusion of 
the gallbladder and no gallbladder shadow on cholecysto- 
graphy. 

Summary and Conclusions 

Vesicular stasis is a common disorder of the biliary 
tract; it was found in nearly a fifth of 200 consecutive 
patients who were investigated and treated. There are 
two main types, the hypotonic and the hypertonic. 

The “ classical ” cholecystogram in this condition shows 
no abnormality, and an accurate diagnosis can only be 
made by means of serial cholecystography or trans- 
parieto-hepatic puncture of the gallbladder before opera- 
tion, and by manometry and radiology at operation. Of 
34 cases of vesicular stasis treated surgically, the results 
were good in 31, only 3 remaining unimproved. 
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LETHARGY and slowness of movement are well known 
in myxcedema and widely accepted as manifestations of 
the effect of the hypothyroid state on the nervous system. 
Paresthesia, though less familiar, is mentioned by several 
authors (Williams 1950, Werner 1955, Soffer 1956) and 
nerve deafness has been described. Nevertheless, no 
systematic clinical study of the neurological manifesta- 
tions of myxcedema has been made, and the nature of 
many of these symptoms is assumed, without adequate 
evidence, to be the result of hypometabolism of the nervous 
system. We report here clinical and experimental observa- 
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tions designed to test this hypothesis. Preliminary results 
have been recorded (Murray and Simpson 1957). 


Material and Methods 

The present series comprises the first 35 patients 
observed in a general study of myxcedema. 

The diagnosis was made on the basis of the clinical findings, 
laboratory investigations, and results of therapy. The tests 
used were estimations of the basal metabolic rate (B.M.R.), the 
serum-cholesterol levels, and radio-iodine studies consisting of 
the measurement of the urinary excretion of radio-iodine over 
the first forty-eight hours and the uptake of radio-iodine by 
the thyroid gland over the first forty-eight hours after the dose 
had been given. A final diagnosis was made only after the 
responses of the clinica] state, the B.M.R., and the serum- 
cholesterol level to_l-thyroxine sodium were known. All the 
patients were observed for at least three months. The cases 
were classified as minimal, mild, moderate, or severe on the 
basis of the general clinical picture and the B.M.R. 

11 patients were examined by an electromyographic 
method previously described (Simpson 1956). 

The conduction velocity of the median and ulnar nerves was 
measured by recording the time delay of the muscle-action 
potential (of the abduttor pollicis brevis and of the abductor 
digiti minimi muscles respectively) after supramaximal elec- 
trical stimulation of the nerve at elbow and wrist. Coaxial 
needle-electrodes or silver-disc surface electrodes were used 
with conventional amplif.cation and cathode-ray oscilloscope 
recording techniques. The method and the type of record 
obtained are illustrated in the accompanying figure. 


Results 

Paresthesia 

Of the 35 consecutive patients 26 complained of 
paresthesia of the fingers. This was usually described as 
numbness or pins-and-needles and tended to occur either 
during certain activities—e.g., sewing, knitting, or washing 
clothes—or during the night, when the tingling was often 
sufficient to prevent sleep or to rouse the patient from sleep. 
It was usually present on waking in the morning and 
passed off soon after rising. Sometimes an “ electric 
shock”’ sensation was noticed if an affected finger 
suddenly touched a hard object. Both hands were 
involved in 20 patients. 17 patients stated that the little 
finger and sometimes also the ring finger were not affected 
by paresthesia. 7 described involvement of all their 
fingers, and 2 patients described numbness restricted to 
the ulnar side of the hand. Motor symptoms were more 
difficult to assess. Most of the patients described the 
clumsiness of manipulation which is well recognised in 
myxcedema, but 8 patients described marked loss of 
power of finger-thumb grip and wasting of the hand 
suggestive of genuine paresis. Only 2 patients mentioned 
occasional tingling of the toes. 


Sensory Impairment 

Evidence of sensory impairment was present in 8 cases. 
6 of these and 2 further cases without sensory loss showed 
muscle atrophy. The sensory impairment was invariably 
on the radial side of the hand. Appreciation of pinprick 
was reduced on the pads of the thumb, index, and middle 
fingers, and there was hypoesthesia for cotton-wool on the 
same fingers and the radial half of the ring finger, some- 
times extending proximally to the palm of the hand. In 
1 case the dorsum of the radial part of the hand was simi- 
larly affected, but in all the others the changes were 
confined to the palmar surfaces. No demonstrable sensory 
changes were noted in the distribution area of the ulnar 
nerve. 


Motor Changes 

The motor changes usually consisted in weakness and 
atrophy of the abductor pollicis brevis and the opponens 
pollicis muscles. One patient had wasting of the first 
dorsal interosseous muscle of the right hand, and another 
had fasciculation of the flexor pollicis brevis. All these 
muscles are wholly or in part supplied by the median 
nerve. Thus all the objective sensory and motor findings 
pointed to a lesion of the median nerve. 


Electromyography 

On electromyography with coaxial needle-electrodes 
the classical signs of partial denervation (spontaneous 
fibrillation and reduced motor-unit activity) were noted 
in 5 cases with objective weakness. These manifestations 
were confined to the radial border of the thenar eminence, 
except in 1 case with fibrillation of the first dorsal inter- 
osseous muscle, which sometimes receives fibres from the 
median nerve (Rowntree 1949). 


Conduction Velocity 

Conduction velocity determined by the method 
described was examined in 11 cases (table 1). One of 
these, case 1, is also case 15 of the original report on this 
method (Simpson 1956). Table 1 shows that the conduc- 
tion-time of the median nerve was much increased in 3 
cases, and that this increase was always due to a delay 
peripheral to the wrist-stimulating cathode. (The conduc- 
tion-time between the two points on the nerve, obtained 
by subtraction, was normal in every case.) In 4 other cases 
the conduction-time in the distal part of the median nerve 
was a little longer than is found in normal subjects, but 
the equipment used in the present work did not allow for 
measurement to an accuracy greater than 1 msec. How- 
ever, it is important to state that no unusual retardation 
was ever detected in the ulnar nerve, even in the first 3 
cases mentioned. 
Carpal-tunnel Syndrome 

The clinical and electromyographic findings indicate 
that the ‘neuropathy is restricted to that part of the median 
nerve distal to the wrist, comparable in every way to the 
common carpal-tunnel syndrome. In 1 patient acro- 
paresthesia of the right hand was promptly relieved by 
division of the flexor retinaculum six months before 
myxcedema was recognised. When we examined her, she 
had moderate myxcedema. Weakness of her right abductor 
pollicis brevis was still present. She had recently begun 
to complain of tingling of the finger-tips of her left hand 
at night. No objective clinical or electromyographic 
changes were found. The symptoms disappeared when 
her myxcedema responded to treatment. 

TABLE I—CONDUCTION VELOCITY 


| Length® (cm.) Delay t (msec.) | Differ- | 
Electro- pa, 
| (elbow | myo- | 
no. : Elbow | Wrist ; esthesia 
Elbow Wrist ito muscle to muscle graphy 
1 30 20 14 
2 26°5 45 21 16 5 ” + 
3 33 6 18 12 6 99 + 
a 28 5 12 | 6 6 » | + 
5 22 4 6 6 
6 27 5 il 6 5 Norrhal)  — 
7 22 5 ll 6 5 
8 23 5 5 4 
4 8 4 | 4 _: 
10 24 5 8 4 4 ?) 
ll 27 6 9 5 ” | 


® Length measured from centre of stimulating cathode on median nerve to 
proximal recording electrode on abductor pollicis brevis muscle. 

+ Time interval from stimulus to nerve to onset of action potential in muscle. 
Normal range: elbow 8-12 msec., wrist 3-5 msec. 
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Relation of Neuropathy to Severity of Myxadema 

No correlation was noticed between the presence of 
neuropathy and the severity of the myxedema. Indeed 
many patients with neuropathy were only considered to 
have mild myxcedema, whereas the most severely myx- 
cedematous patient in the whole series had no neuropathy. 
On the other hand, a clear relationship was established 
between the clinical response to treatment of the myx- 
cedema and the disappearance of the acroparesthesia. 


Follow-up 

At the most recent survey 30 of the 35 patients had 
become euthyroid. Only 3 of these 30 still noticed occa- 
sional nocturnal paresthesia. 1 had atrophy of the thenar 
muscles, and this was unchanged. The 27 others were 
normal. 4 patients were still graded as “‘ mild myx- 


TABLE II-—-RELATION OF BODY-WEIGHT TO ACROPARASTHESIA 


Case Weight Change B.M.R Acro- 
no kg in par- Comment 
weight asthesia 
12 77:8 31 Myxeedema relapsed when 
70-5 73 12 treatment was changed, 
75-0 45 9 with transient return of 
67-0 8-0 21 acroparesthesia 
2 77 36 Complete remission and 
68-7 8-6 2 restoration of conduction 
velocity (table 11 
13 814 26 Rapid response to triiodo- 
75-0 6-4 l thyronine (3 weeks), no 
relapse 
4 636 28 Severe, myxcedema, but 
61-8 18 3 patient not overweight 
4 85.0 5 Good metabolic response but 
82-7 23 21 remains overweight 
~ 68-2 w Ditto 
67-2 1-0 8 
14 78-6 17 Ditto 
27 59 
15 64-0 Myxeedema improved, but 
66:3 23 patient gained weight 


cedema ”’. | of these had no change in the acroparesthesia ; 
the 3 others still had it occasionally. 1 case was still con- 
sidered to be “ moderately severe ’’, with acroparesthesia 
unchanged. 

One of the histories is particularly interesting (table 1, 
case 12): 

Bilateral median paresthesia had been very persistent in a 
woman with moderate myxcedema. When this was treated with 
triiodothyronine, the neuropathy disappeared. When treat- 
ment was changed to thyroxine, she had a temporary relapse, 
during which paresthesia returned; but it finally disappeared 
when control of myxcedema was regained. 


Body-weight 

The patient’s weight appears to us to be of greater signi- 
ficance than the degree of hypothyroidism. Selected cases 
illustrating this trend are shown in table 11, which shows 
that severe myxcedema without excessive body-weight is 
not accompanied by acroparesthesia (case 6), whereas 
very slightly myxcedematous patients have this symptom if 
they are overweight (case 4), and good metabolic response 
to treatment is not associated with recovery from acro- 
paresthesia if there is not significant loss of weight (cases 
4, 8, and 14). One man (case 13) with severe myxcedema 
and bilateral median parzsthesia, with clumsiness of the 
hands, lost 6-4 kg. weight in three weeks when treated 
intensively with triiodothyronine. Within that period his 
paresthesia disappeared and have not. returned. 


TABLE III-—-RESTORATION OF NERVE-CONDUCTION VELOCITY 


Length (om Delay (msec Difference 
Weight (elbow 
Date kg ; , Elbow Wrist to wrist) 
Elbow Wrist » 
to muscle to muscle (msec.) 
Aug. 21, 1956 77:2 26:5 45 21 16 5 
Jan. 23, 1957 686 25:5 5 12 75 45 


Case 2 before and after treatment. Recovery of conduction velocity is not 
yet complete. 


Restoration of Nerve-conduction Velocity 

This was seen in one of the most severely affected 
patients (case 2). 

The patient, a woman with moderately severe myxaedema, 
had bilateral parasthesia and sensory loss of median distribu- 
tion in her right hand. Movements of her thumbs were clumsy 
but quite powerful. No obvious wasting was present, but 
electromyography disclosed partial denervation of the right 
abductor pollicis brevis muscle. Conduction velocity of the 
right median nerve distal to the proximal palmar crease was 
greatly diminished, though the velocity above this point was 
normal (table 1). Treatment with thyroxine achieved clinical 
cure of myxcedema, the patient lost 8-6 kg., the median-nerve 
symptoms disappeared, and the conduction velocity returned 
to normal (table 11). 

Discussion 

Peripheral-nerve disorders in myxaedema are not widely 
recognised. The standard textbooks on neurology (Wilson 
1955, Brain 1955) list myxaedema among the causes of 
peripheral neuritis, but no references to original papers 
are given, and it is not clear whether the tabulation repre- 
sents the personal experience of the writers. From the 
context it appears that generalised peripheral neuritis is 
intended rather than the more restricted syndrome 
termed “‘ acroparzsthesia ’’, which is, by usage, confined 
to paresthesia of the hands (Kremer et al. 1953). Par- 
zsthesiz of the hands in myxcaedematous patients have 
been mentioned by some workers (Williams 1950, Werner 
1955, Soffer 1956) but have not been studied in detail. 

The diagnosis is doubtful in the 2 cases reported by 
Currier and Brink (1948) to show correlation between 
multiple neuritis and hypothyroidism. 

Their first case developed a neuropathy ten years after 


thyroidectomy. The B.M.R. was —27°,,, but the blood-choles- 
terol was 80 mg. per 

A ad 100 ml.; there was 

also a_ history of 

macrocytic anaemia. 

a Free HCI was present 
msec. ' but steatorrhcea was 


not excluded. Treat-: 
ment with thyroid ex- 
tract caused “little 
change’, but there 
was delayed improve- 
ment. In their sec- 
ond case myxaedema 
was diagnosed des- 
pite a B.M.R. of —8°,, 
because the yellow 
colour of the pati- 
ent’s hands was con- 
sidered characteristic 
of carotenamia, which 
earlier workers (cited 
by Currier and Brink) 
believed to indicate 
hypothyroidism. This 
patient had an acute 
paresis of all limbs, 


m sec. 

Case 3—Shock artefact shows time of 
stimulus at cathode on median nerve at 
a, elbow, b, wrist. After delay due to 
conduction along nerve this is followed 
by muscle-action potential recorded by 
coaxial needle-electrode in abductor 
pollicis brevis muscle. 
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‘ 
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with retention of tendon-reflexes and a zone of sensory deficit 
along the dorsal spine. This unusual syndrome was regarded 
by Currier and Brink as a manifestation of polyneuritis, but they 
admit that neither of their cases conforms to accepted criteria. 
We have therefore searched for peripheral-nerve symptoms 
in all patients found to be myxceedematous. Few patients 
presented with it as their primary complaint, but it was 
spontaneously mentioned by several others. On question- 
ing it became clear that in most of them the parasthesiz 
were indeed distressing, but the degree of disability was 
difficult to assess in view of the mental lethargy and the 
predominance of more troublesome complaints, such as 
intolerance of cold. The mental state also made the 
determination of sensory disturbances difficult in many 
patients. 

Our interest was intensified by the fact that one of us 
was studying the effects of metabolic disturbances on 
nerve conduction in man. It seemed a _ reasonable 
hypothesis that some of the slowness and clumsiness of 
the patient with myxcedema might be due to diminution 
of the rate of conduction of the nerve impulse. We were 
aware of the work of Lambert et al. (1951) showing that 
the twitch of an indirectly stimulated muscle was greatly 
slowed in myxcedema, and that this was responsible for 
** pseudomyotonic ” tendon-reflexes. These workers had 
reported that the action potential elicited reflexly by 
tapping a tendon appeared after a normal delay, suggesting 
that the reflex arc, and hence the nerve-fibres, conducted 
with normal velocity. These studies, however, were made 
on the lower limbs, and our preliminary clinical investiga- 
tions suggested that changes appeared earliest in the 
upper limbs, if indeed they were not confined to them. 

Our clinical investigation disclosed a high incidence of 
symptomatic disturbances and many demonstrable motor 
and sensory changes confined to the hands. Sensory loss 
occurred exclusively in the part of one or both hands sup- 
plied by the median nerve. Motor phenomena involved 
only muscles in the hand supplied completely or in part 
by the median nerve. A few patients complained of 
paresthesiz involving the ulnar part of the hand. It is 
impossible to be dogmatic about subjective phenomena, 
but it should be noted that similar complaints are common 
in the carpal-tunnel syndrome (Kremer et al. 1953). 

The clinical findings thus indicated a lesion of the 
median nerve in its distal part in all respects similar to 
that recognised as the carpal-tunnel syndrome. It was 
therefore of interest to find that the electromyographic 
study revealed that some of these patients had slowing of 
conduction restricted to the most peripheral part of the 
median nerve but not involving the ulnar nerve. The 
changes are those described in the carpal-tunnel syndrome 
(Simpson 1956). 

The original hypothesis of diminished conduction of 
nerve due to hypometabolism was not confirmed. For 
this reason it is of some importance to examine this 
unexpectedly high incidence of carpal-tunnel syndrome in 
myxcedema, particularly as it has been reported in other 
endocrine disturbances—e.g., acromegaly (Kellgren et al. 
1952) and pregnancy (Kremer et al. 1953). Further 
evidence that metabolic change in the nerve does not 
provide an explanation is seen in the lack of correlation 
between acroparesthesia and the severity of myxcedema 
and in the relief obtained by operation in one case. On 
the other hand, there is a strong possibility that the syn- 
drome is related to weight gain, and hence presumably to 
myxcedematous tissue under the flexor retinaculum at the 
wrist. Similar accumulation of soft tissue (with the 


possible addition of bone in acromegaly) could be postu- 
lated in each of the endocrine causes of the syndrome. 


Summary 

Median-nerve acroparesthesiz and paresis are common 
in myxcedema. 

There is no generalised abnormality of nerve conduc- 
tion, but slowed conduction in median nerve at the wrist 
can often be demonstrated. 

The clinical and experimental findings indicate com- 
pression of the median nerves in the carpal tunnels. 

The paresthesie and paresis are probably caused by 
accumulation of myxcedematous tissue under the flexor 
retinaculum of the wrist. 
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GRAVITATIONAL LEG ULCERS 
IN THE ELDERLY * 
STANLEY RIVLIN 
M.R.C.S. 

SURGEON TO THE LONDON VARICOSE CLINIC 


BoTH patients and their doctors tend to accept the 
presence of an ulcerated leg with a grim and determined 
stoicism born of years of unsuccessful treatment. In the 
elderly this attitude of mind may be so far fixed that the 
patient will not seek treatment again unless given the 
stimulus of renewed hope. 

This paper is based on a study of 200 consecutive cases 
of graVitational ulceration, 93 of them in patients over 
60 years of age. “‘ Gravitational ulcer ”’ is a generic term, 
devised by Dickson Wright (1931) to emphasise the 
producticn of oedema in the lower limb when the heart is 
at a higher level than the leg. For the leg to become 
cedematous, the patient does not have to be erect, as is 
sometimes supposed; a man sitting up in bed will not lose 
his pitting cedema, and it may not disappear even if he 
lies down. This is why so many ulcers fail to heal in bed. 
It is not until the foot of the bed is raised 9 in. (the patient 
lying flat with one pillow for the head) that the heart can 
be guaranteed to be below the level of the leg and a 
gravitational ulcer equally guaranteed to heal. But this 
is a method to be avoided, wherever possible, in the 
elderly. 

Of the 200 ulcers, 150 (75°) were classified as varicose, 
30 (15°) as post-thrombotic, and 20 (10°,) as miscel- 
laneous. Oidema is the common final cause in all three 
groups. Varicose veins produce oedema by an alteration 
in tissue-fluid hydrostatics due to an increase in average 
venular pressure (Rivlin 1956). So also does deep venous 
thrombosis. Miscellaneous ulcers arise in lower limbs 
whose cedema is due to the failure of weakened or poorly 
used calf muscles to maintain an adequate venous return 
(e.g., nemiplegia, rheumatoid arthritis, arthritis of hip and 
knee). 
* Based on a paper read before the Medical Society for the Care of 

the Elderly, Oct. 12, 1957. 
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I should like to see inscribed over the portal of all 
varicose clinics the slogan @wdema rots, for this is the clue 
to the healing of leg ulcers. 


Diagnosis 

Accurate diagnosis is essential not only for prognosis 
but also to make possible a comparison of results from 
different centres. Unfortunately there is tremendous 
variation in the criteria of diagnosis. In busy clinics there 
is little time for history-taking and examination. Ball and 
Phear (1957) reported no less than 16°, of their leg ulcers 
as “ cause unknown ”’, while Dodd et al. (1957), in the 
hospital records of 51 out of 174 patients, found no note 
as to whether or not there was a history of deep thrombosis. 

In the London Varicose Clinic, forty-five minutes per patient 
is allowed for the initial interview. The history-taking alone 
may be very tedious, for many of these patients have a long 
and involved story to tell; but complete assessment is well 
worth while, for in almost every case it enables an accurate 
diagnosis to be made, the prognosis to be determined, and the 
patient told what the future holds. Treatment sessions are 
held separately. 

I estimate that out of every ten gravitational ulcers 
about six are due to simple varicose veins, three to venous 
thrombosis, and one to impaired leg-muscle action; 
R. A. King (personal communication) agrees with these 
ratios; but Dodd et al. (1957) assume “ most cases ”’ to be 
post-thrombotic in nature, while Ball and Phear (1957) 
find 32°, to be varicose. 

Treatment 

Since a chronic gravitational ulcer needs cedema for its 

perpetuation, all treatment must aim at abolishing oedema. 


Bed 

The simplest and most direct way of banishing oedema 
is to tip the patient so that her legs are higher than her 
heart; and this method has to be used for those who 
cannot walk. But unless there is continuous supervision 
by an enthusiastic physiotherapist who regards it as her 
duty to prevent her patient from stiffening up in bed, 
we are liable to end up with a healed ulcer in a desiccated 
mummy. The patient too—aided by non-stupefying 
analgesics—must play her part, persevering with exercise 
at the ankle-joints to revive calf-muscle action. This is 
far from “* bed rest’: indeed, the patient must work very 
hard. Details must be strictly adhered to. A patient is 
allowed out of bed only to the toilet—a quick visit to the 
closet generates less oedema than a struggle with a bedpan 
—and may sit up in bed only for meals, thereafter lying 
down immediately. Apart from these five occasions she 
must lie with one pillow for the head. She may lie in any 
attitude she pleases, provided that the foot of her bed is 
permanently raised on 9 in. blocks. 

Having said this, I must add that I used this method 
in only 3 of the 200 cases. 2 had severe rheumatoid 
arthritis and 1 hemiplegia. It is of course mot a simple 
method. The patients have to be visited two or three 
times a week; they cannot work; their morale has to be 
maintained; and above all they learn very little that will 
help them in the future. In the elderly, moreover, it is 
the very antithesis of modern functional reablement. 


Ambulation 

Bandaging alone will not heal many ulcers; but ambula- 
tion will do so, provided the patient can walk in comfort. 
This explains why faith-healers achieve occasional 


successes and also why some ulcers heal, without our help, 
when the local nerve-ending is destroyed, pain ceases, 


and ambulation is resumed. It is also the basis of the 
19th-century procedure of sectioning the saphenous- 
nerve, which at one time had quite a vogue (Hilton 1863). 

Bandaging speeds up the healing process tremendously 
by taking up the slack left by the vanishing edema and 
preventing its return in periods of inactivity; and for this 
reason bandaging is essential. But it is ambulation, not 
the bandage, that heals the ulcer. 


Re-education 

First and foremost therefore the emphasis in treatment 
is placed on ambulation and normal use of the limb. We 
ask the patients, “Which do you prefer, walking or 
standing ?”” Without a moment’s hesitation they reply 
“* walking ’’, and this is the key to their understanding of 
their own problem, for if they place a hand on their own 
calf while flexing and extending their ankle, they can 
immediately appreciate (as one explains it to them) that 
walking is more comfortable than standing because the 
action of the calf muscles pumps out some of the 
“* swelling ”’ from their leg. From that point they can be 
led to see that walking will prevent their leg from becoming 
tight and swollen in the bandage. We explain to them that 
rest does far more harm than good. Sitting in a chair with 
the legs up on a stool :mpairs venous return and is harmful. 
At this stage a further dawn of recognition takes place, 
and they say: “ It’s a funny thing, I always felt that rest 
made my leg more uncomfortable; but everyone told me 
to do it so I thought it must be right.” 


And now comes the most difficult and yet the most 
vital step of all, namely to insist that lace-up shoes are 
worn ail the time and slippers completely abandoned. 
These patients nearly all wear slippers or loose open shoes 
in the house, and if possible, at work. It must be drummed 
into them over and over again that unless they wear 
lace-up shoes walking does not give them anything like 
full ankle movement, and hence full venous return, and 
that consequently much of the benefit of the treatment 
will be lost. Good shoes make all the difference between 
a comfortable and uncomfortable bandage, and conse- 
quently between a fully mobile and semi-invalid patient. 
After this it is easy to make them move their ankles while 
sitting, to point out the disadvantage of sitting close to 
the fire (which most of them have discovered for them- 
selves), to warn against sitting with the legs crossed 
(because this retards venous return), and to arrange for 
the foot of the bed to be raised 9 in. if the ulcer is post- 
thrombotic. Finally they are given a card with the rules 


USE YOUR LEG NORMALLY WHILST 
UNDER BANDAGE TREATMENT 


Avoid standing STILL. Take a few steps whenever 
possible. 
Wear lace-up Shoes, never slippers, in the house. If your 
feet feel hot and tired at the end of the day, change into 
another pair of SHOES not Slippers. 
3 Do NOT sit with your legs crossed. 
4 Do NOT sit with your legs out in front of you on a stool. 
Sit NORMALLY but move your ankles up and down (as 
if beating time to music) every now and again. 
6 WALK AS MUCH AS YOU PLEASE. 
Do not sit close to the fire. 
Never bath in the morning—only at night. 
Raise foot of bed on 9in. blocks. 

*Strike out if this does not apply 


o-~) 
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clearly printed on it, not only to remind themselves of 
their new mode of life, but also to confront their well- 
meaning friends who say “ but surely you ought to be 
resting your bad leg ”’. 


The Bandage 
Non-irritating 

At first I followed Dickson Wright’s (1929) advice and 
used ‘ Elastoplast ’, with success (Rivlin 1951). But if skin 
irritation is to be avoided, we need an adhesive bandage 
that will not provoke a reaction from the dermis. ‘ Poro- 
plast ’ (Scholl) is well on the way to being such a bandage. 
But, so far as ulcerated legs are concerned, the porosity on 
which the manufacturers laid stress, has made com- 
paratively little difference, because the ratio of skin pores 
to bandage pores is so overwhelming that the degree of 
ventilation provided can have little physiological effect. 
When Russell and Thorne (1955) compared porous 
elastoplast with equally porous poroplast they obtained 
better results with the latter because it contained virtually 
none of the irritating resins or rubbers which produce skin 
reactions. 

Adhesive 

In my view it is essential that leg bandages should be 
adhesive. Ulcers can, of course, be healed with non-sticky 
bandages, but most patients find that the tendency to take 
a peep at the ulcer, and perhaps apply a favourite salve, 
is almost irresistible. But what matters even more is that 
a large proportion of patients can never be trained (or 
only at great cost in energy and time) to bandage their own 
legs efficiently: they may make a passable show at it, but 
they do not take up the slack of their vanishing oedema 
nearly as efficiently as a professionally applied flexible 
adhesive bandage. Hence, if the bandage is non-adhesive, 
their ulcers heal far more slowly, and they are far more 
likely to become dispirited. 


Flexible or Elastic ? 

The difference between “ flexible’? and “ elastic” 
adhesive bandages is one of degree only, but it is important. 
*“* Elasticity ’’ refers to “‘ stretch and regain ” properties, 
but in fact in elastic bandages the stretch is greater than 
the regain, and after a fortnight’s wear—which is the 
standard time—the bandage is undoubtedly looser than 
when first applied, and does not take up the slack of the 
vanishing cedema. Towards the end of its clinical life it 
is not completely efficient. The “elastic”? adhesive 
bandage is said to have a massaging action as the patient 
walks; but the “‘ massage ”’ comes from within, not from 
without. The muscle movement requires only a moderate 
degree of “ give ’’ in the bandage; in other words it is the 
flexible adhesive bandage, which has a 
moderate degree of stretch and in fact is 
no looser at the end of\a fortnight than 
when first applied, that possesses the most 
desirable qualities for bandaging ulcerated 
legs. 


Paste Under-bandage 

At the London Varicose Clinic, local 
skin irritation has been much reduced since 
the introduction of Scholl’s 3 in. flexible 
adhesive bandage (poroplast). I now see 
only 3 cases of irritation and allergy each 
year, as opposed to 50 or 60 previously. 
But I still use a paste under-bandage on 
the leg—for two reasons. 


1, With a paste bandage underneath, irritation is further 
lessened and can be spotted and dealt with long before any 
generalised allefgic reaction takes place. (A paste bandage does 
not protect a sensitive skin against bandages with irritating 
components, for these penetrate it.) 

2. I have a clinical impression that some ulcers heal even 

faster as a result of the ingredients embodied in the paste 
bandages—usually some combination of zinc paste and 
ichthammol, urethane, and calomine. 
I personally prefer the ‘ Dalzoband no. 4’ for ease of 
application, though I believe that other ichthammol 
bandages are just as efficient. Unlike this, the unna’s 
paste type of bandage dries very hard, producing 
uncomfortable ridges on the skin. 


Application of Bandages 

The art of bandaging is learnt only by apprenticeship. 
Ideally, bandage technicians for varicose clinics should be 
specifically trained, as are orthopedic plaster technicians 
at the moment. The following methods are now in use 
at the London Varicose Clinic: 

Paste Under-bandage (Dalzoband No. 4—one bandage) 

The paste bandage is applied in almost the same manner as a 
plaster-of-paris bandage, in that the ultimate aim is a smooth 
case (remember any ruckle will be bandaged into the limb) of 
equal thickness throughout, stretching from the bend of the 
knee to the base of the toes. We prefer to start at the bend of 
the knee, bandaging clockwise irrespective of whether it is the 
right or left leg, /aying the bandage gently on without any 
pressure whatever. Each turn overlaps the previous one by at 
least a half its width so that the bandage nowhere appears 
transparent. We do not (as the manufacturer directs) “‘ let the 
bandage go where it wishes ’’, but—with a persuasive hand 
pleating over any fullness in the turns—we guide it in a circular 
manner down the leg. The circular turns continue around 
the ankle to the toes, eschewing the figure-of-eight, which is 
liable to produce local constriction. 

Flexible Adhesive Outer-bandage (Scholl’s 3 in.—one and a half 
bandages) 

Before the top bandage is applied, a strip of the adhesive 
bandage must be laid along the front of the limb from tibial 
tubercle to toes (fig. 1). If this is ‘not done the edges of the 
turns of the top bandage will cut into the leg at the front of the 
ankle and over the shin, producing discomfort, limitation in 
walking, and edema. This bandage begins at the base of the 
toes and ends at the bend of the knee. The circular turns are 
laid on firmly and evenly, each overlapping the next by just 
over a half. The method of circumnavigating the ankle is 
important, for on this depends much of the comfort of the 
bandage: arrange the turns so that the lower edge of the fifth 
turn lies exactly on the point of the heel (fig. 2), and then make 
the lower edge of the following turn lie at the junction of the 
tendo achillis with the calcaneum. Where the bandage does 
not fit, pinch it together and cut it off. Then continue clockwise 
up the leg to the knee. 


Fig. 1—Completed ruckle-free paste under-bandage. The longitudinal anterior strip 
of flexible adhesive bandage prevents the outer bandage from cutting in to ankle 
or shin. 
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Fig. 2—Completed flexible adhesive outer bandage. Note method of circumnavigating 
ankle. The lower edge of the 5th turn is at the point of the heel, and the lower edge 
of the 6th at the insertion of the tendo Achillis. 


Removal and Renewal 

The first bandage should remain on for one week only, for this 
is the one that removes most of the ceedema, and at the end of 
seven days it may be demonstrably looser than when first applied. 
For its removal we use special shears (Rivlin 1958), manu- 
factured to our design by the Scholl Manufacturing Company. 
It is best to insert the shears under the bandage at the lateral 
border of the foot and cut along to reach the hollow behind the 
lateral malleolus ; then cut up the lateral border of the leg along 
the muscular peroneal cushion, lifting the bandage off the skin 
as one cuts. 

At the first removal we should see a leg virtually free of 
cedema, whose ulcer, if not smaller in area, is certainly 
more healthy-looking than a week previously, with a faint 
purple growing edge to its circumferential epithelium and 
early granulations within the formerly barren ulcer wastes. 
Continuation bandages should be applied as before until 
the ulcer is healed, remembering that the need now is 
probably not to squeeze out cedema but merely to hold 
the leg at its proper size. It is quite easy to overbandage 
legs, producing a thin pipe-like limb whose arterial inflow 
is undoubtedly disturbed. Unless patients are going on 
holiday, we make it a strict rule not to leave bandages on 
for more than a fortnight; otherwise autolysis from the 
ulcer discharge may cause local skin deterioration. 


Results 

In considering the immediate results of treatment three 
questions need answers: 

1. How do the patients aged 60 and over compare with the 
younger ones ? 

2. Is there any outstanding difference in the speed of healing 
between the three groups of leg ulcers ? 

3. How rapidly can an ulcer be expected to heal ? 

On analysing the largest group, namely the varicose 
ulcers, we found that the average time of healing amounted 
to 10-2 weeks. The time averaged 11-5 weeks in those 


RESULTS OF TREATMENT 


Type of ulcer Varicose Post-thrombotic Miscellaneous 
Age-group 20- 60- All 20- 60 All 20- 60 All 
59 90 ages 59 90 ages 59 90 ages 
No. ofcases 77 73 150 22 8 3. 9 Il 20 
Average healing- 
time (weeks) . . 90 115 102 112 150 128) 10 16 13 


Average size of 


ulcer (sq. cm.) 64 228 141 38 30 135 10 3 | 235 
pon $q. cm. 


per fortnight 36) 26) 21' 4 


aged 60 and over and 9 weeks in the others 
(see table). But the average area of the 
ulcers when treatment was begun was over 
three times greater in the older than in the 
younger patients, and the rate of healing, 
expressed in square centimetres per fort- 
night, was three times greater in the 
elderly patients (see table). This accords 
with the suggestion that oedema causes 
gravitational ulceration; for, according to 
the clinical notes, edema was far more 
pronounced in the older group—probably 
because the older patient has more oppor- 
tunity and inclination to “ rest’’. But, as 
soon as the cedema is banished, the ulcers 
heal as fast as in younger people. 

In the case of the post-thrombotic and 
miscellaneous ulcers (see table), the ulcers in the older 
group remained under treatment longer, but again only 
because they were far larger to begin with. Varicose ulcers 
heal fastest of all. ; 

Prevention of Recurrence 

Briefly, the only ulcers that can really be cured are the 
varicose ulcers; but fortunately they form by far the 
largest group. A planned operation will rid these patients 
of their varicose veins, their tendency to gravitational 
cedema, and hence their ulceration. They need wear no 
form of support on their legs, can tear up their list of rules, 
and can behave as completely normal persons. Those 
who either do not wish to have an operation, or cannot 
have one, must be treated as the post-thrombotic group. 

Ulcers of the post-thrombotic and miscellaneous groups 
cannot at present be fully cured although, of course, 
they can easily be healed; but an intelligent patient 
who understands the principles of edema-prevention can 
keep his ulcer at bay without interfering very much with 
his normal life. He must keep faithfully to the rules, and 
always sleep with the foot of the bed raised 9 in. He should 
wear an elastic support on his legs. Neither elastic 
stockings nor the usual bandages are entirely satisfactory, 
but Messrs. Lastonet have produced a 5 in. x 7'/, yd. 
(fully stretched) thin elastic net all-way stretch bandage ¢ 
which moulds itself beautifully to the contours of the limb, 
is neither heavy, bulky, nor unsightly, and can be used for 
many months with frequent washing. Patients in the 
miscellaneous group must pay special attention to the 
re-education of the calf muscles. 


Summary 

The standard method of treatment at the London 
Varicose Clinic is described. Special importance is 
attached to the initial history and examination of the 
patient in order to classify the type of ulcer present as 
varicose, post-thrombotic, or miscellaneous. 

Ambulation in proper footwear is by far the most 
important factor in treatment. Adhesive compression 
bandaging, using non-irritating materials, is ancillary to 
this but speeds up the rate of healing. Varicose ulcers 
can be expected to heal in ten weeks, post-thrombotic and 
miscellaneous ulcers in thirteen weeks. Instructions for 
applying bandages are given. 

In the 200 consecutive cases of gravitational ulcer 
studied, elderly patients responded as rapidly to treatment 
as the younger ones. 

True varicose ulcers can be cured by operation on the 
veins after the ulcer is healed. Post-thrombotic and 
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miscellaneous ulcers can be kept at bay if the patient 
observes the principles of edema prevention and venous 
return. A new type of wide and light all-way-stretch 
supporting bandage is useful in the permanent aftercare 
of the post-thrombotic case. 
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BLOOD-PRESSURE UNDER ANA:STHESIA 
IN THE SITTING POSITION 


VicTOR GOLDMAN 
M.R.C.S., F.F.A. R.C.S. 
SENIOR LECTURER IN ANASTHETICS, 
INSTITUTE OF DENTAL SURGERY, LONDON 
W. B. CORNWELL V. R. E. LETHBRIDGE 


M.B. Lond., D.A. L.R.C.P.E., D.A. 
REGISTRAR, REGISTRAR 


EASTMAN DENTAL HOSPITAL, LONDON 


ONE of the main causes of brain damage or delayed 
recovery following dental anesthesia may be its adminis- 
tration in the sitting position, according to Bourne (1957), 
who maintains that the blood-pressure may fall while 
nitrous oxide is being given, and that this indicates that 
the continued use of the sitting position for dental opera- 
tions is unwise and likely to lead to permanent cerebral 
damage. 

Since the publication of Bourne’s article we have 
recorded the blood-pressure of 100 unselected patients 
presenting unpremedicated at the Eastman Dental 
Hospital. Their ages ranged from 5 to 65 years, and a 
breakdown of the cases into 5-year age-groups is shown 
in fig. 1. 

Method 

The blood-pressure was taken immediately after seating the 
patient in the chair and fixing the apron round his chest. In 
each case the anzsthetic was administered by one of us, by a 
medical or a dental graduate, or by a medical undergraduate 
under supervision, with little or no variation in the results 
obtained by individual anzsthetists. The operations lasted 
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Fig. 1—Age-distrib of 100 patients submitted to dental opera- 
tions under general anesthesia in the sitting position. 
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Fig. 2—Duration of dental operation in 100 cases under general 
anesthesia in the sitting position. 


from one to eighteen minutes (fig. 2). In the position adopted 
the patient sat with the seat of the chair tilting backwards but 
with the back-rest upright and the head-rest immediately 
under the occiput, so that he was in the “ sniffing the morning 
air”’ position. This is the position recommended for ease in 
nasal breathing. 

The blood-pressure was taken at short intervals throughout 
the period of anesthesia, five minutes after the patient had 
been removed from the dental chair to the recovery room in a 
wheel-chair, and again before the patient was allowed to leave the 
recovery room. In all the cases the technique of induction was 
identical with that used and taught in this hospital for many 
years; and except in special cases, induction was with pure 
nitrous oxide until respiration became automatic, with inspiration 
shorter than expiration. At this point oxygen was administered 
to the patient, starting usually at about 8% and gradually 
increasiag during the operation. At the end of two minutes’ 
operating the percentage of oxygen was usually increased to 
about 10°, and thenceforth by 1% at intervals of about a 
minute, even without any signs of anoxia. During the whole 
operation an adequate and effective mouth pack was kept in situ 
to prevent both the inhalation of foreign bodies and dilution 
with air. 
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Fig. 3—Amount of rise in systolic blood-pressure in 94 cases during 
administration of general anesthetic with patient in the sitting 
position for dental operation. 
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With this method of anesthesia it was usual, at the end of five 
minutes’ operating, for the patient to be receiving 12-14°,, of 
oxygen. If more extensive oral surgery was necessary and 
Operating continued for more than ten minutes, the patient 
usually received 15°., 16°.,, or even 17°, of oxygen with 
nitrous oxide. A rebreathing bag was not used unless the frac- 
tional rebreather on the McKesson machine was available, but 
in all the present cases no rebreathing bag was used, and conse- 
quently there was no retention of carbon dioxide. 

The machines used were all tested on numerous occasions and 
gave oxygen percentages, under all conditions, within 1°, of 
the amount indicated on the dial. 

Results 

In practically every case there was a rise above the 
initial blood-pressure. At the end of the period of 
anzsthesia, however, the blood-pressure fell, usually 5-10 
m.m. Hg below the preoperative level, which might have 
been slightly raised through apprehension. It is, of course, 
impossible in these circumstances to get a blood-pressure 
reading under normal conditions without any stress or 
strain. However, in 94 cases systolic blood-pressure rose, 
at some point during the administration of the anesthetic, 
above the preoperative and postoperative levels. The 
amounts of these rises are shown in fig. 3. 

21 of these patients had an initial rise of blood-pressure 
followed by a fall on the introduction of oxygen. In some cases 
the blood-pressure rose again, but at no time during the 
anzsthesia was the level lower than the postoperative reading. 

In 9 cases there was an initial fall in blood-pressure after the 
start of the anzsthesia, but this level was not below the post- 
operative reading and was followed by a rise. These patients were 
usually excitable or very nervous. 

In the remaining 64 cases there was an initial rise which was 
maintained throughout the period of anzsthesia. 

In 6 cases the level of blood-pressure during anzsthesia was 
maintained steadily at the preoperative value, but the post- 
operative level in all cases was below this. The series included a 
child with a patent ductus arteriosus and a patient with a history 
of epilepsy. No delayed recovery or unusual effects were observed. 

Discussion 

It can therefore be assumed that the frequency with 
which syncope or fainting takes place under simple 
gas-oxygen anzsthesia is insufficient to cause great alarm; 
otherwise at least 1 case would have appeared in the 
present series, which included several lengthy operations. 

This is a comforting thought because it confirms the 
safety of the practice of a hundred years’ use of the sitting 
position, which in experienced hands does not increase 
the patient’s risk of postoperative sequelz. It is generally 
considered that the sitting position is the safest for dental 
operations in the absence of an endotracheal tube. 

If, however, the sitting position had been shown to 
tend to produce complications, it would be necessary to 
operate on every patient supine. This would create a 
grave difficulty because, if more than four teeth were to 
be removed at one sitting, an endotracheal tube would be 
indicated in every case. Since about two million dental 
anzsthetics are given each year in the United Kingdom 
alone, this would mean a very great increase in the amount 
of work for hospitals and anzsthetists. 

We hope that the result of our investigations will be 
accepted as proof that no special risk attends the routine 
that has been used for so many years, provided that nitrous 
oxide and oxygen are the sole anesthetic agents used. 


Summary 
In 100 cases of dental extraction under nitrous oxide/ 
oxygen anzsthesia there was an initial rise in blood- 
pressure above the preanzsthetic reading. 


This was usually maintained, but in some cases it fell 
with the introduction of oxygen, only to rise again to a 
level which was maintained to the end of the operation. 

The blood-pressure fell to its preanesthetic level or 
below within four minutes of the end of the administra- 
tion of the anesthetic agent. 

No delayed recovery or untoward effects were observed. 
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OTALGIA WITH G@SOPHAGEAL HIATUS 
HERNIA 


W. D. F. MALHERBE 
M.B. Cape Town 
CLINICAL ASSISTANT, DEPARTMENT OF SURGERY, 
UNIVERSITY OF AMSTERDAM (WILHELMINA GASTHUIS 


SINCE 1956 we have seen three patients with a combina- 
tion of earache and abdominal symptoms. 


Case-reports 

Case 1.—A woman, aged 55, was admitted with epigastric 
discomfort immediately after meals—in no way related to the 
type of food—and occasional heartburn. Elsewhere she had 
been found to have a large stone in the gallbladder, and this was 
suggested as the cause of her symptoms. But, as she gave no 
history of colicky pains, and as on cholecystography the gall- 
bladder concentrated the dye well, one hesitated to ascribe all 
her complaints to the solitary gallstone. 

When a more detailed history was taken, she mentioned that 
for years she had had a painful, itchy sensation in the right ear. 
Sometimes this became intolerable, and could not be relieved 
by scratching the external auditory meatus. She had been 
examined by various ear, nose and throat (E£.N.T.) specialists, 
but no abnormality could be detected. After one such examina- 
tion she had been given a prescription for bromide “ for the 
nerves”’. When questioned further about her abdominal 
complaints, she gave the following significant answer: “ I 
always have the sensation at mealtimes as if food sticks just 
here,” and pointed to the lower sternum. “ It is as if a bubble 
of air sticks here and troubles me. It then suddenly shoots 
through, giving immediate relief.” 

This aroused suspicion of an csophageal hiatus hernia. 
Although the pain in the right ear was the chief complaint, the 
patient had mentioned this hesitantly because she thought it 
was completely unrelated to the abdominal symptoms for 
which she had been referred to the surgeon. Yet the ear 
symptoms can be logically explained by the presence of hiatus 
hernia. Although this combination of symptoms is not common, 
it is mentioned in the French literature. The stomach was 
therefore re-examined radiographically, but a hiatus hernia 
was not demonstrable in Trendelenburg position. 

Cholecystectomy was decided upon. At laparotomy the 
presence of a solitary gallstone was confirmed, but the gall- 
bladder appeared otherwise normal. The cesophageal hiatus, 
however, admitted four fingers with ease, and the cardiac end 
of the stomach could be made to slide up through the hiatus. 

The hiatus was then narrowed by approximation of the crura 
posterior to the ceesophagus until it admitted only one finger 
next to the ceesophagus. Cholecystectomy was then performed. 
Finally the operative correction of the hiatus hernia was 
completed by gastropexy to the anterior abdominal wall 
(Boerema and Germs 1955, Boerema 1958). 

For obvious reasons, we had refrained from telling the 
patient before operation that there could be a connection 
between the earache and the abdominal complaints. Imme- 
diately after operation she spontaneously volunteered that the 
pain in her ear had disappeared. She was much gratified, but 
rather surprised that the earache had disappeared after an 
operation through the abdomen! A year later she is symptom- 
free. The otalgia has not recurred. 
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Now on the alert for the presence of ear symptoms with 
hiatus hernia, we found two further cases. 


Case 2.—A rather obese woman, aged 75, was admitted with 
upper abdominal complaints of at least 30 years’ standing. 
She had burning pain in the epigastrium and behind the lower 
sternum after meals. This radiated through to the back 
between the shoulder-blades. She often had severe heartburn. 
All the symptoms were aggravated by lying down after meals. 
On bending forwards she had regurgitation of acid food into 
the mouth. With swallowing, food seemed to lodge behind the 
lower sternum; she had to “ swallow twice ” to get it down. 

For years she had had an unpleasant painful itching in the 
Jeft ear. This came on simultaneously with the pain behind the 
lower sternum. 

On radiological examination of the esophagus and stomach, 
a large “ sliding ’’ hiatus hernia was demonstrated; and, as she 
had been treated conservatively elsewhere without success, we 
decided to repair the hernia surgically. At laparotomy the 
stomach was reduced into the abdomen. The hiatus was 
narrowed by approximation of the diaphragmatic crura behind 
the asophagus, after which an anterior gastropexy was 
performed. 

Six months later she was symptom-free, having had no 
further pain in the ear. 

Case 3.—A very Dbese woman, aged 71, had had chole- 
cystectomy elsewhere 18 months before. She was well till about 
10 months after the operation when she developed upper 
abdominal discomfort after meals, which was relieved only by 
vomiting. The sympioms were aggravated by bending 
forwards, but not by lying down. 

For some months she had also had an irritation in the 
throat; a sensation as if there was a “lump”? in the throat 
which she could not swallow down. At mealtimes, however, 
she had no difficulty in swallowing food. Associated with this 
discomfort in the throat, she had a painful, itchy sensation in 
the left ear. She had been referred to an E.N.T. surgeon, who 
could find no abnormality in the ears, pharynx or larynx, and 
she had been reassured and given vitamin-B tablets. 

On radiography of the asophagus and stomach, a large 
“ sliding ’’ hiatus hernia was found, which did not reduce in the 
erect position. At least a third of the stomach was in the chest. 

She was put on a reducing diet with frequent small meals, 
and slept in an upright position. On this regime the abdominal 
discomfort diminished significantly, and the earache dis- 
appeared. With such marked improvement of the complaints 
we found operation on this elderly, obese woman not indicated 
for the present. She was therefore discharged with instructions 
to follow the above regime. 


Discussion 

Many workers have mentioned that the epigastric or 
substernal pain of cesophageal hiatus hernia may radiate 
through to the back, down the arms, or up to the base of 
the neck, and sometimes even to the mouth or to the 
angles of the jaw. In the French literature radiation to the 
ears is also mentioned: Hillemand and Wattebled (1953), 
Hillemand et al. (1954). Dubost and Blondeau (1956) 
emphasise that the disturbances caused by hiatus hernia 
may appear completely unrelated to the gastrointestinal 
tract, with the result that patients are referred to special- 
ists in other fields. Hiatus hernia may for instance cause 
precordial symptoms which closely simulate angina 
pectoris. An apparently causeless secondary anemia may 
exist, the hernia being discovered only after careful 
examination of the gastrointestinal tract. Reflex vagal 
disturbances may lead to crises of bradycardia with a fall 
in blood-pressure and loss of consciousness. 

Hiatus hernia may also present with pain in the ears. 
This may be the chief symptom, as described in the first 
case. The mechanism of its production can be explained 
anatomically. 


The vagus nerve, after leaving the skull through the middle 
compartment of the jugular foramen, gives off an auricular 
branch. This enters a small foramen on the lateral wall of the 
jugular fossa and traverses a special canal, the mastoid canali- 
culus, in the mastoid part of the temporal bone. It then divides 
into two branches which are distributed to the external 
auditory meatus and to a small area of skin over the mastoid 
process (Spalteholz 1921). 

The vagus then passes down into the neck giving off its 
pharyngeal, laryngeal, and cardiac branches. In the thorax it 
forms the pulmonary plexus for the supply of the lungs and the 
cesophageal plexus. The cesophagus is supplied proximally by 
branches directly from the vagal trunk and distally by the 
cesophageal plexus. 

Gray’s Anatomy (1946) described various “‘ reflexes ”’ 
in connection with branches of the vagus. The “ ear 
cough ”’ is mentioned as one of the commonest. A plug 
of wax in the external auditory meatus may, by irritating 
the filaments of the auricular branch, be responsible for a 
persistent cough. Syringing the auditory meatus may 
similarly produce coughing, or, in children, vomiting; 
moreover, syringing the ear has been responsible for a 
sudden fatal syncope, by reflex irritation of the cardiac 
branches. Another common example quoted is the 
persistent cough which is common with enlarged bronchial 
lymph-glands in children; the irritation is referred to the 
superior laryngeal filaments. 

Reflexes in connection with the vagus and its auricular 
branch are therefore not uncommon. Similarly, the 
phenomenon of otalgia with hiatus hernia can be explained 
as a referred pain along these vagus pathways. Irritation 
of the cesophageal filaments produces stimuli which are 
centrally misinterpreted as coming from the auricular 
branch. Thus a painful itching in the ear results. The 
vagus or its cesophageal branches may be irritated by pres- 
sure on the nerve in the hiatus, by stretching of the nerve 
over the hernial mass in the case of a large hernia, or by 
pericesophageal inflammation where the hiatal hernia is 
complicated by cesophagitis. 

In the two cases where the hiatus hernia was surgically 
repaired the earache disappeared immediately after opera- 
tion. The irritation of the vagus nerve was therefore 
probably caused by a stretching or compression of the 
nerve by the hernia. 

Patients with a persistent, painful, itchy sensation in 
the external auditory meatus for which no local explana- 
tion can be found, and who may or may not have 
associated upper abdominal or substernal complaints, 
should therefore be examined for the presence of ceso- 
phageal hiatus hernia. 


Summary 


Three cases are described in which cesophageal hiatus 
hernia was associated with pain in the ear. The anatom- 
ical basis for this phenomenon is that both cesophagus and 
external auditory meatus are supplied by the vagus nerve, 
and the pain is probably referred. The earache disappeared 
after effective treatment of the hernia. 


I wish to thank Prof. I. Boerema, head of the department of sur- 
gery, for encouragement and permission to publish these cases. 
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CORTISONE IN THE TREATMENT OF 
ACUTE MILIARY TUBERCULOSIS 


T. A. LAMBROS 
M.B. Manc. 
LATELY HOUSE PHYSICIAN, GERIATRIC UNIT, 
OLDHAM AND DISTRICT GENERAL HOSPITAL 


“ Surely every medicine is an innovation and he that will 
not apply new remedies must expect new evils.” 
FRANCIS BACON. 


YESTERDAY cortisone was considered to be contra- 
indicated in tuberculosis; today considerable trials are 
being conducted using steroids in tuberculosis therapy. 
The case presented is one thus treated. 


Case-report 

A man, aged 64, had worked in an iron foundry for 36 years 
and latterly had been subject to mild bronchitis. 4 years ago 
he retired from the foundry and took to “* odd-jobbing ’’. Just 
before Christmas, 1956, he worked 1 day in a local cotton-mill 
and then developed a “ bad chest ”’, with left pleuritic pain and 
a cough. He became feverish and was losing weight rapidly. 
By Feb. 7 he had taken to his bed, finally not eating or drinking 
and becoming confused. 

He attended the geriatric outpatient clinic on Feb. 21, 1957, 
complaining of left chest pain, dyspnoea, cough, loss of appetite 
and of weight, sweating, and occasional vomiting. He was 
somewhat confused and appeared very ill indeed. He coughed 
day and night, with half a cup of yellow sputum a day; no 
hemoptysis. He was pale and wasted; temperature 100-4 F, 
pulse-rate (regular) 142 a minute, respiration-rate 28 a minute. 

His trachea was central, chest expansion fair and symmetrical, 
percussion-note resonant with slight impairment at the left 
base, and breath sounds vesicular with numerous medium 
rales, especially left base. No abnormalities were found in 
other systems, apart from dulled level of consciousness. 

A provisional diagnosis was made of unresolved pneumonia 
with effusion or empyema; he was admitted. His hemoglobin 
was 64°,, leucocyte-count 6400 per c.mm., erythrocyte- 
sedimentation rate (E.S.R.) 34mm. in the first hour. He appeared 
to be dying and was considered unfit for X-ray screening. Aureo- 
mycin was given. 

Over the next 5 days there was no change; the pyrexia con- 
tinued. The chest remained surprisingly quiet, with fewer moist 
sounds at bases than on admission. The impairment at the left 
base had disappeared and a diagnostic pleurocentesis was not 
performed. Sputum gave growth of normal flora. Electro- 
cardiogram normal. A radiograph of the chest showed 
“extensive miliary mottling in all zones of both lung fields. 
Appearances of miliary tuberculosis or pneumoconiosis ” 
Examination of eyes showed a tubercle in the lower right 
conjunctival sac and two patches identical with miliary tubercle 
in the right fundus. 

Mantoux 1 10,000 was negative The cerebrospinal fluid 
(C.S.F.) was opalescent, pressure 135 mm. Protein 80 mg. per 
100 ml., globulin slight increase, Lange 1111100000, chlorides 
565 mg. per 100 ml., sugar less than 20 mg., cells 36 per c.mm. 

polymorphs 50°., lymphocytes 50 organisms. 
Wassermann reaction negative. Culture yielded no growth. 
Streptomycin 1 g. b.d. and isoniazid 100 mg. t.d.s. started. 

On March 2 the Mantoux test was still negative. After some 
slight initial improvement, the patient again appeared to be 
dying. The dose of isoniazid was increased to 100 mg. 6-hourly 
and cortisone acetate 25 mg. g.d.s. was begun. At this stage 
his weight was 8 stone. 

After a few days he began taking some food and his condition 
improved slowly, but later more rapidly. Streptomycin was 


reduced to 0:5 g. b.d. The C.s.F. contained protein 44 mg. per 
100 ml., sugar 49 mg., cells 72 per c.mm. (polymorphs 40”,,, 
lymphocytes 60 

5 weeks after admission weight 9 stone. 
radiograph, 


Guineapig inoculation was negative. 
On the chest 
still extensive, 


“miliary nodulation, though 


appears less accentuated’. £.S.R. 50 mm. in the first hour. 

By April 14 he was very much better. The cortisone had 
been gradually discontinued.: Mantoux 1 10,000 became 
positive. 24-hour specimens of urine and sputum throughout 
yielded no acid-fast bacilli. The £.s.R. remained raised. 

On June 6, the chest radiograph showed “ very marked 
improvement, especially compared with original films. Still faint 
reticulation and residual fibrosis at both bases”. Later in 
June his weight was 10 stone, his E.s.R. fell, and he was allowed 
home but continuing therapy. The streptomycin and isoniazid 
were finally discontinued in August. 

In September the chest radiograph continued “to show 
improvement with some residual fibrosis’. He is still under 
Outpatient observation and remains very well. 


Discussion 

This man, originally Mantoux-negative, had had mild 
chronic bronchitis for years after a lifetime in an iron 
foundry. There is, therefore, the possibility of some degree 
of pneumoconiosis, and this is supported by the chest 
radiographs. The later films show a fine reticulation which 
could be a reaction to dust or a streptomycin-treated- 
tuberculosis pattern. He gave a vague history of having 
had ** pneumonia ”’ several times in 1950, but was treated 
at home and never radiographed. 

Although acid-fast bacilli were never isolated from his 
sputum, urine, or C.S.F., the response to streptomycin and 
isoniazid, together with the radiological picture of his chest, 
justify a diagnosis of miliary tuberculosis. The fact that 
his Mantoux later became positive is also evidence in 
favour of such a diagnosis, though tuberculin sensitivity is 
occasionally depressed in acute stages of the illness. The 
diagnosis of pneumoconiosis alone is excluded by the 
clinical picture and the final response to the therapeutic 
measures taken. Until recent years acute miliary tuber- 
culosis was considered a disease of young people, but more 
cases are now being reported in older ones. 

There were no physical signs of meningitis, except the 
abnormalities in the C.s.F.; hence intrathecal therapy was 
not given, in the belief that isoniazid, given orally, freely 
enters the C.S.F., and that this would be sufficient in this 
particular case. 

Because of the ability of cortisone to alter fibrinogenesis and 
thus prevent the formation of adhesions, it is being used in 
tuberculous meningitis in many centres (Shane and Reilly 
1953, Ashby and Grant 1955). Wasz-Hdéckert (1954) describes 
corticosteroids as “ routine”’ in the treatment of tuberculous 
meningitis in Helsinki. Choremis et al. (1957) have used 
similar treatment in children. All believe that cortisone has a 
definite beneficial effect on the clinical course and final result. 

When cortisone is used, the appropriate antimicrobial therapy 
must be given. It is most useful in overwhelming toxic states, 
where immediate improvement of the patient’s condition is 
imperative. Cortisone does not interfere with phagocytosis, but 
deprives the monocytes of much of their capacity to inhibit the 
intracellular accumulation of bacilli (Lurie 1957). The result, 
therefore, is more primary tubercles, which are small and 
incompletely caseous, swarming with bacilli, with very little 
interstitial reaction. 

Lurie has pointed out that cortisone, by virtue of its anti- 
inflammatory effect, greatly hinders lymphogenous and hama- 
togenous dissemination of bacilli. When tuberculosis spreads 
under the influence of cortisone it does so by contiguity, with 
the movement of tuberculous macrophages. 

Shmelev (1957) has shown that cortisone given in the initial 
stages of disseminated tuberculosis can decrease the number and 
size of foci, reducing the exudative reaction, and that using 
cortisone with antituberculous drugs gives a better therapeutic 
effect than using antituberculous drugs alone. 

McLeod Riggins (1957) says that cortisone in tubercu- 
losis has a threefold effect: (1) anti-inflammatory (whether 
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useful or not ?); (2) anti-allergic (partial suppression of 
the hypersensitive state, which may be useful in various 
forms of acute tuberculosis), and (3) therapeutic, especially 
if tuberculosis is complicated by adrenocortical insuffici- 
ency. In this case cortisone was administered initially for 
the last effect—as a “ tonic’. The patient appeared to be 
dying and it was felt cortisone might just turn the scale. 

Pharmacological, and not toxic, doses must be used, for 
the danger of hypercorticism is real; and the suppression 
of adrenocortical function, when cortisone is stopped after 
a long course, may not only produce addisonian symptoms 
but also reduce resistance to infection. 

Chenebault (1957) reported a series of 117 varied cases 
of tuberculosis which he treated with cortisone or allied 
steroids. Spectacular results were seen in the miliary 
cases in 5 to 6 weeks. Moribund patients became con- 
valescent in 6 weeks. Radiological improvement was “ extra- 
ordinary ”’, with an equally rapid general transformation. 

In conclusion, as always when spectacular results are 
reported, caution is very necessary. As Kaufmann (1957) 
says, cortisone treatment is indicated particularly in 
patients with a toxic course and in those with a tendency 


to excessive mesenchymal defence reaction. A careful 
selection of patients is indispensable. 


Summary 

A man of 64 appeared moribund from miliary tubercu- 
losis. When given cortisone (in conjunction with 
streptomycin and isoniazid) he improved strikingly, and 
later he was discharged fit. 

Cortisone is indicated in selected cases of tuberculosis, 
where the course is toxic or the mesenchymal reaction 
excessive. Antituberculous drugs must be given as well. 

I am grateful to Dr. W. H. Lloyd, consultant geriatrician, for 
permission to publish this case and for the encouragement he has 
given me throughout. I also want to thank Dr. D. Plowman and 
Dr. T. D. O’Brien (registrars in the geriatric unit), Dr. D. A. H. 
Walton, Dr. E. Ratner, Dr. C. H. Adderley, and Dr. L. B. Hardman. 
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New Inventions 


BED WITH BEDPAN 

THE bedpan, as ordinarily used, has many disadvantages, 
and patients have expressed approval of a bed which I have 
designed to overcome some of the objections. 

A standard type of hospital bed is modified so that part of 
the frame containing the mattress is extensible (fig. 1). Beneath 
the mattress, resting in a light metal frame, is a movable tray 
which can be raised to the level of the mattress by means of 
two arms on either side. The tray contains the bedpan, which 
can be easily inserted or removed by means of a movable 
handle: when not in use, this is flush with the surface of the 
tray. When the bedpan is needed, the slots at the foot of the 
bed are opened, and this allows the movable part of the frame 
to be extended. When it has been extended enough to clear 
the underlying tray (fig. 2), the screw on the side of the 
movable part of the frame is tightened to prevent further 
extension. The tray containing the bedpan is then raised into 
position so that it comes to rest at the level of the top of the 
mattress (fig. 3) and the patient can now slide on to the seat. 

If necessary, the locking screw may be released and the bed 
further extended to allow the patient’s feet to come down to 
the floor, enabling him to assume the correct position for 
defecation. When the pan has been used the legs are raised 
by nurses and placed on the mattress. The screw is released 
and the frame partially closed; the screw is then tightened and 
the patient slides back on to the bed. 

A lid is applied to the receptacle, which is lifted out of the 


Fig. 1—Bed in ordinary position, closed. 


tray, the tray is then lowered. The lock holding the movable 
part of the frame in position is then released, the bed is closed, 
and finally the slots at the foot of the bed are shut. Nurses 
have found the bed easy to work, but in the prototype the 
tray has proved rather heavy. Further improvements suggested 
are a lighter tray, made from aluminium and covered with 
‘Formica’ or polyethylene, and a plastic receptacle, which 
should have a spout anteriorly instead of being circular. 

A standard hospital bed of this type has been modified by Messrs. 
James Sherret and Sons, Brechin. 
J. REAY ARMSTRONG 


Stracathro Hospital, 
~ M.A., M.D. Cantab. 


Brechin, Angus 


Fig. 2—Extended position, 


Fig. 3—Extended position with tray containing bedpan elevated and 
ready for use. 
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THE LANCET 


Reviews of Books 


Australia in the War of 1939-1945 


Medical Series. The Island Campaigns. ALLAN S. WALKER, 
M.D., CH.M., F.R.A.c.P. Canberra: Australian War Memorial. 
London: Angus & Robertson. 1958. Pp. 426. 35s 


Our soldiers in Burma talked of themselves as “‘ forgotten 
men ”’, but some of them who heard the late Brigadier J. A. 
Sinton, v.c., on the Australian conquest of malaria realised at 
the time how little they knew of the even less publicised war in 
New Guinea and the near-by islands. The conditions, climatic 
and geographical, were not unlike those in northern Burma: 
heavy rainfall, flooded rivers, lack of roads—and malaria. 
No-one has yet written a connected account of the work done 
by Sir Neil Hamilton Fairley and his associates on experimental 
malaria and the applications of their results to an army fighting 
a mobile war in an area where malaria is hyperendemic. Public 
imagination was stirred by the patient and inconspicuous work 
which gave us better weapons of war; but if ever a war was won 
* out of sight ’’ it was at Cairns. Since then the methods have 
been improved, and in peace it is generally true that it is poverty 
rather than ignorance which allows malaria to survive. This 
book has much to say of Fairley’s work in the laboratory and 
in the field, but because it is a chronological account of the 
medical services in campaigns often fought simultaneously 
the account is disconnected. 

Because of the similarity in conditions, the book will be of 
most interest to those who fought in Burma; but there were 
some obvious differences. Air support and supply seem to 
have been on a smaller scale in the islands, but far more use 
could be made of the sea: the natives were more numerous 
and usually friendly and helpful: the numbers engaged were 
less and there was no big battle comparable with the crossing 
of the Irrawaddy. Both were junior officers’ wars in which 
success and failure were obvious to everyone. In both there 
was general agreement on the main problems of military 
medicine: forward surgery followed by quick evacuation of the 
wounded; the malarious to be held near the line until fit for 
duty; preventive medicine not the responsibility of the 
** sanitary squad ” but of every man in every rank. 

This is a very interesting book but not an easy one to read. 
It seems that every medical participant is mentioned by name; 
each stage of evacuation is detailed at every point; and every 
move of each field ambulance is marked on the map. For those 
who fought elsewhere the book would be better for wider 
survey of the campaign. Pictures and maps are abundant and 
to the point. 


Diseases of the External Ear 
Ben H. SENTURIA, M.D., associate professor of clinical otolaryn- 
gology, Washington University School of Medicine. Spring- 
field, Ill.: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1957. Pp. 211. 63s. 


Diseases of the skin of the external auditory meatus are 
hard to treat. The otologist is well qualified to examine the 
ear canal but his training in dermatology is often insufficient 
to differentiate the various manifestations of skin disease there. 
The dermatologist, on the other hand, is usually not equipped 
to examine and apply treatment to the external meatus. Otitis 
externa has thus been relegated to a therapeutic no-man’s-land 
with little basic research to aid those striving after logical 
treatment based on pathological and etiological facts. 

Dr. Senturia and the ten colleagues who helped him have 
done a great deal to fill the gaps by drawing on their large 
experience of civilian and Service patients. In a well-docu- 
mented monograph the many ztiological factors are discussed 
and the various lesions of the external canal described. In a 
series of animal experiments otitis externa was reproduced by 
means of bacterial contamination combined with trauma 
and/or lipid removal. Among the most important causes is 


the loss of the protective layer of waxy sebaceous secretions in 
times of stress, during swimming, &c. The section on treatment 


includes advice on preventive protection of the meatal skin 
by wax-like ointments. The book goes a long way to formulate 
a rational approach to this troublesome condition. 


Neuritis, Sensory Neuritis, Neuralgia 
R. WARTENBERG, M.D. New York and London: 
University Press. 1958. Pp. 444. 68s. 

BASED on his own experience and illustrated by a number of 
case-records, this book was completed by Dr. Wartenberg 
shortly before his death in 1956. It emphasises the import- 
ance of mononeuritis—neuritis of a single peripheral nerve— 
either solitary or in association with neuritis of other peripheral 
nerves. It does not deal, except for the sake of contrast, with 
polyneuritis of the Guillain-Barré and allied types. The book 
contains a substantial bibliography (the author’s assurance that 
he has actually consulted the items he refers to may startle 
some readers). 

One of his main purposes is to demonstrate that a mono- 
neuritis may result from a general systemic affection and to 
emphasise the clinical importance of isolated infectious mono- 
neuritis. It is stimulating to read the vigorous attack on 
prolapsed intervertebral disc as a cause of sciatica and to con- 
sider the rival claims of sciatic neuritis; byt many will think 
that in this as in other directions the claims of “* neuritis ’’ are 
pushed too hard, especially since the diagnosis is purely clinical 
and unsupported by any pathological evidence. 


Oxford 


Biographical Memoirs of Fellows of the Royal Society 
Vol. 3. London: The Royal Society. 1957. Pp. 328. 30s. 

THIS volume contains twenty-one notable biographies, each 
preceded by a portrait, often of unusual excellence (one of a 
botanist is appropriately in colour). About a third have 
important medical interests. Arthur Felix was one of the 
unique personalities of medical bacteriology, who will be 
remembered for his work in connection with the Weil-Felix 
reaction and for his discovery of the H and O antigens of 
organisms of the proteus and enteric groups. Percival 
Hartley’s outstanding services were concentrated on therapeutic 
science and biological standards. Albert Jan Kluyver left a 
record of service to microbiology that will be hard to equal. 
Henry Nicholas Ridley, a botanist, published papers of 
medical interest including one on Chinese anti-opium drugs. 
Frederick Soddy, a chemist, was awarded a Nobel prize for 
his part in the conception of isotopes. John William Trevan, 
the research director of the Wellcome Foundation, did 
important work in pharmacology; he once said modestly that 
he had had the satisfaction of starting a number of hares, most 
of which had finally been caught by others. Hubert Maitland 
Turnbull had an influence in pathology far beyond the London 
Hospital; he had a genius for accuracy of observation and 
meticulous attention to detail, which he applied with fervour 
to everything he did. Other biographies concern astronomers 
and mathematicians and are illustrated with rows of forbidding 
formule and equations. 

This splendid book should enter all scientific libraries and 
all the major medical ones. 


Preventive Medicine for the Doctor in his Community 
(An Epidemiologic Approach. 2nd ed. New York and London: 
McGraw-Hill. 1958. Pp. 689. 77s. 6d.).—The first edition 
of this book by Prof. H. R. Leavell, of Harvard, and Prof. E. 
Gurney Clark, of Columbia University, appeared in 1953." 
The new one is 60 pages longer, chiefly because a chapter on 
oral disease has been included. The title has been altered from 
Textbook of Preventive Medicine and now indicates that the 
book is aimed at the student and practising doctor and not 
the specialist in preventive medicine, although there is much 
that the specialist can learn from it. The arrangement has also 
been changed and the chapters are grouped into Basic 
Principles; Application of Principles; and Public Health— 
Preventive Medicine as Organised Community Action. The 
book is unique in its field. 

1. Lancet, 1953, ii, 170. 
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COMPLAN 


TRADE MARK 


feeds completely 


Complan is a complete food. It con- 
tains balanced amounts of every 
nutrient essential to health. . . con- 
tains them, moreover, in an easily 
digestible powder form that can be 
whisked, with cold or warm water, 
into a free-flowing mixture—eminently 
suitable for tube or cup feeding. What 
is more, Complan mixes easily with 
many light and digestible foods and 
drinks, providing tempting fare that’s 
full of nourishment. 


COMPLAN 


as the basis of 
a light diet 


gives all essential nourishment 


Available in 1-lb. containers 
GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 


Subsidiary Companies or Agents in most countries 


Kept 

Free 

From 
DANDRUFF 
With 


LENIUM 


the NEW medical 
treatment for 
seborrhoeic conditions 
of the scalp. 


Lenium contains selenium 
sulphide and the powerful 
new antibacterial agent, 
Lorothidol, giving maximum 
control. It may be prescribed 
on Form E.C.10. 


Lenium is not only 
highly effective, it is 

also convenient 

and pleasant to use— 
additional advantages 
from your patient’s point 
of view. 


2.5% selenium sulphide and 1% 
Lorothidol (2,2’-Thiobis [4,6—- 
dichlorophenol]). 

Supplied a8 a cream in tubes 

of I} oz. and 4 oz. 

Basic N.H.S. cost of I} oz. tube: 2/9d. 


Bayer Products Ltd. 


Kingston-upon-Thames, Surrey 
Associated exporting company 
Winthrop Products Ltd. 
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PFIZER PHARMACEUTICALS 
Manufactured at Sandwich 
and processed at Folkestone, Kent. 
147700 * Trade Mark 
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WILL THAT PRESCRIPTION 


@ Afford the highest possible certainty, in practice, 
of clearing the infection? 

@ Be well tolerated by all age groups ?T 

@ Reduce or obviate the need for surgery?t 


iT WILL IF IT'S 


SIGMAMYCIN 


oleandomycin cetracycline 


CAPSULES — SYRUP 


+95% Successful in soft-tissue infections 


A Pfizer survey (August. 1957) evaluating information from private reports of 
1,404 cases treated with Sigmamycin, showed that 95% of 365 patients with soft- 
tissue or skin infections responded fully to Sigmamycin and their treatment was 


considered successful. 
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Surgery for Pulmonary Tuberculosis 

THE research committee of the British Tuberculosis 
Association began in 1952 to plan a comprehensive 
survey of the results of major surgical treatment of 
pulmonary tuberculosis. They were joined by the 
Society of Thoracic Surgeons of Great Britain and 
Ireland and aided financially by the Medical Research 
Council. The first report of this interesting joint 
enterprise has just been published.' 

Seventy-four thoracic surgeons in the United Kingdom 
provided information about patients operated on during 
a period of twelve months in 1953 and 1954. Reference 
to the theatre-lists of the cooperating hospitals showed 
that only 12 operations were not reported—a remarkable 
achievement. 8236 Operations were recorded. This was 
probably | operation for every two or three patients 
with infectious sputum during the period, which 
indicates the magnitude of the flood of surgical treat- 
ment that followed the discovery of effective chemo- 
therapy. 6050 patients had “ active” disease limited 
to one lung without such preoperative complications as 
empyema or fistula. 3100 underwent some collapse 
operation—all but 405 a thoracoplasty—and 2950 had 
the whole or part of the lung removed. The report deals 
with the two-year follow-up of these 6050 patients. 
Such a survey requires willing cooperation from a large 
number of people—surgeons, physicians, and registrars. 
If the record form is too complex, the information put 
on it by the clinicians may be less complete and accurate 
than if only a few simple facts are required. Those who 
planned the investigation rightly chose to sacrifice detail 
for the sake of comprehensiveness and accuracy; and it 
must have been difficult to decide what detail to omit. 
It is unfortunate that in one respect they seem to have 
chosen wrongly; for details of chemotherapy were so 
scantily recorded that, according to the report, no use 
could be made of them at all. The supreme importance 
of the correct choice of drugs and dosage and of pro- 
longed administration was, of course, far less widely 
known in 1952 than it is now. 

Because of this serious deficiency, the recorded results 
of surgical treatment can be used only for internal com- 
parisons, and even here the observed differences must 
be interpreted cautiously, for it is not known whether the 
groups on the two sides of each comparison were com- 
parable in respect of the most important prognostic 
factor—drug treatment. Certainly the results cannot 
be translated into present-day practice without reserve. 
For instance, as many as 20°, of patients without 
cavitated lesions had had either no chemotherapy at all 
or less than six weeks’ chemotherapy at any stage before 
operation. Even among the 4773 with cavities 4°, had 
had no chemotherapy; and 45°, had had infectious 


1. Major Surgery for Pulmonary Tuberculosis. By R. S. Francis and 
M. P. Curwen. London: Staples Press. Pp. 96. 1958. 12s. 6d. 


bronchial secretions in the three months before opera- 
tion. The presence of drug-resistant strains in pre- 
treatment cultures was not recorded, no doubt because 
drug-sensitivity tests were not being done as a routine 
in all centres—nor were they being performed by the 
same or comparable techniques. Possibly this difficulty 
could not have been overcome; but it seems a pity that 
so much valuable information about the influence of 
chemotherapy on surgical results had to be left out of the 
survey. 

The investigation has nevertheless yielded many 
valuable findings. Two years after operation 85°,, of 
the whole 6050 patients were fit for work and had no 
signs of “ active” tuberculosis. A further 4°, had no 
** active ”’ disease, but for various reasons were unfit for 
work. 6°, still had “ active ” disease, and 3°,, had died 
during the period (2°,, were untraced). Of the 2695 
who had a thoracoplasty 2:3°,, died within two years. 
1392 had a lobectomy and 2-9°,, died. With segmental 
resection the mortality was only 1:4°,; but with 
pneumonectomy it was 10-6°,,. These figures should not, 
of course, be used to compare the efficacy of the various 
operations, for they were done for different types of 
lesions and on different categories of patients. For 
instance, 51°,, of those with cavities had a thoracoplasty 
and only 41°, a resection, while the corresponding 
proportions among those without cavities were 20°, 
and 76°,,. Collapse operations were more usual in the 
old than the young and less common in women than 
men. The closest approximation to a valid comparison 
between resection and thoracoplasty for similar types of 
disease can be obtained from studying the patients 
with cavitated lesions confined to the upper lobe. There 
were 3514 of these. In general, the more favourable 
cases were chosen for resection. Thus, fewer had 
infectious sputum, healed contralateral disease, a history 
of five years or more, and impaired pulmonary function. 
Despite this, the two-year results were similar: following 
resection 89°, had no “active” tuberculosis and 
2:8°,, had died; whereas after thoracoplasty 88°, had 
no “ active ” tuberculosis and 2-3°,, had died. Further 
analysis showed that thoracoplasty tended to produce 
slightly better results in the less favourable cases. In 
patients with both contralateral disease and recently 
infectious sputum there were, after two years, 3°, 
deaths and 86°,, with no “ active” tuberculosis among 
those who had undergone thoracoplasty, compared 
with 6°,, and 83°, among those who had undergone 
resection. 

As expected, bronchopleural fistula proved an 
important complication of surgical treatment. A fistula 
developed in 5°, of patients after resection, but in a 
little less than 1°; after collapse (and 6 of the 19 fistulas 
in the thoracoplasty patients followed a later resection). 
Infected fistula with empyema was five times commoner 
with cavitated lesions than with non-cavitated lesions, 
and arose three times more commonly in patients with 
infectious sputum within the three months preceding 
operation than in others. Fistula was commoner on 
the right than the left side. The prognosis with infected 
fistulas was poor; after two years, only 41°, of patients 
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in this category were fit and free from “ active ” tuber- 
culosis, and 22°,, had died. With better drug treatment 
and more discriminating choice of patients for surgical 
treatment, the risks of this grave complication should 
now be considerably smaller. 

One of the current problems in surgical treatment is 
whether to resect portions of lung containing non- 
cavitated tuberculous nodules in patients who have been 
treated by long and effective drug regimes and whose 
sputum, gastric contents, and laryngeal swabs are not 
found to contain tubercle bacilli. This survey certainly 
shows that such patients are likely to fare well after 
surgical treatment. There were 843 treated by resection 
or collapse operations who had either never had positive 
results of sputum examinations or not had a positive 
result in the six months preceding operation. By the 
end of two years 0-7°., had died, 2-3°,, still had “ active ” 
tuberculosis, and 95°, were free from “ active ”’ disease, 
almost all of these being fit for work (2°, were untraced). 
The results can be expected to be better with more 
efficient chemotherapy. But these figures cannot be 
validly used to provide a reason for surgical treatment 
in such cases; for there are no two-year follow-up 
results for comparable patients treated without opera- 
tion. The results without surgery may be as good or 
better. Another problem is whether to treat surgically 
those patients with persisting cavities but no evidence 
that tubercle bacilli are being excreted in the bronchial 
secretions while chemotherapy is continued. Here also 
the survey gives little help. There were 1354 patients 
with cavities who had not had a positive sputum result 
for more than six months before operation. After two 
still had “ active” 


years 2:1°., were dead and 4:9°,, 
disease; 91°, had no “active” disease (2°., were 
untraced). But we do not know what chemotherapy 


these patients had had before and after operation; 
nor do we yet know what happens to patients with 
persisting cavities treated by efficacious drug regimes. 
Some facts have been established by examining resected 
specimens of lung after treatment of different dura- 
tions *; others are being obtained by following up patients 
who are not operated on. But it is doubtful whether 
it is at present possible to establish a rational treatment 
of both these groups of patients. Certainly no dogmatic 
statements of policy can be anything more than 
expressions of belief. 


Carefully controlled studies of the experiences of 
patients of different categories randomly allocated to 
surgical and non-surgical groups could give valuable 
information. Possibly in 1952, when the British 
Tuberculosis Association survey was planned, the time 
was not ripe for such an investigation. Surgical treat- 
ment was popular, and long-continued chemotherapy 
had been little used. Possibly there would have been 
too few physicians and surgeons with sufficient belief 
in the efficacy of chemotherapy to provide adequate 
numbers of patients. Even so, it is a pity that the 
attempt was not made, for it seems likely that the 


, Turnbull, F Tubercle, Lond. 


2. Stewart, S. M W. A., Macgregor, A. R 


1956, 37, 388. 


pendulum has now swung so far the other way that such 
an investigation would still be unacceptable—this time 
because too many clinicians might be unwilling to 
cooperate, having seen the apparently excellent results 
of sustained chemotherapy without surgical treatment. 
Operations to prevent an unknown and probably small 
risk of relapse in the remote future do not generally 
commend themselves to physicians. 

This, despite its imperfections, is an important 
survey, showing how much can be achieved by large- 
scale cooperation among clinicians. It has been said 
of the survey that it is “‘ doubtful whether in any other 
disease it would have been possible to present such a 
comprehensive picture of the results of surgical treat- 
ment . . . the patients being treated and observed in 
an administrative framework almost ideally suited to 
large scale clinical research of this nature”’.* Chest 
physicians and surgeons are well placed to carry out such 
work through their professional organisations: the 
British Tuberculosis Association, the Tuberculosis 
Society of Scotland, the Thoracic Society, and the 
Society of Thoracic Surgeons. Several useful coopera- 
tive investigations have been made in the past few 
years by the British Tuberculosis Association * and the 
Tuberculosis Society of Scotland *; and the former is 
collaborating with the Royal College of Obstetricians 
and Gynecologists in a study of endometrial tuber- 
culosis ® and with the Society of Thoracic Surgeons in 
the survey of major surgery in pulmonary tuberculosis. 
Next week the Association will be discussing this report 
at its annual conference, to be held in London. 


Isotopes in Absorption Studies 

ISOTOPE-LABELLED fats, proteins, and vitamins are 
being keenly used for the study of intestinal absorption, 
even though some have not proved as useful as was 
predicted. In 1949 STANLEY and THANNHAUSER * noted 
increased radioactivity in the blood after the feeding 
of '"I-labelled olive-oil. Subsequently Lavik * and 
CHINN * and their co-workers developed the use of 
'31T-labelled protein as a test of pancreatic function, 
pointing out that the rise in plasma values depends on 
the ability of the pancreas to digest labelled protein and 
of the normal intestine to absorb at least 90”,, of the 
digested protein. The validity of the technique rests on 
the assumption that the iodine tag remains firmly 
attached during the passage of the fat or aminoacid 
through the intestinal cell. Both TURNER and Durry '° !! 
and REEMTSMA et al.’* with improved techniques have 
presented evidence that this assumption is correct. 
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Both groups used ''J-labelled oleic acid and '*'I- 
labelled triolein in developing a specific test for pan- 
creatic insufficiency. The basis of the test is that triolein 
(a neutral fat) requires pancreatic lipase for its hydrolysis 
before absorption, and '*'I-labelled oleic acid (a fatty 
acid) can be absorbed normally in the absence of pan- 
creatic lipase. In diseases of the intestinal wall, absorp- 
tion curves of both substances are depressed—for 
example, in adult ceeliac disease, intestinal lipodystrophy, 
and regional ileitis. A normal curve after the administra- 
tion of either ''I-labelled triolein or protein should 
effectively eliminate pancreatic insufficiency as a cause 
of diarrhoea. In obstructive jaundice evidence of pan- 
creatic insufficiency obtained in this way is usually 
associated with carcinoma of the pancreas.'* Neither 
'31T-labelled triolein nor '*'I-labelled albumin is of use 
in detecting localised neoplasm in the body of the 
pancreas. 

Such a simple interpretation of the tests cannot be 
applied in cases of obstructive jaundice. In one of the 
more detailed investigations KIRSNER et al.'* noted low 
curves in 2 patients with carcinoma of the common duct, 
in whom the pancfeatic enzymes were normal and the 
pancreas and small intestine were normal at necropsy. 
Moreover, in cases of high-grade pyloric stenosis the 
results can be anomalous; and the curves might be 
particularly misleading in those occasional patients who 
have pyloric stenosis and intermittent diarrhoea. 
KIRSNER et al.'* found excellent correlation between the 
curves of a ''I-labelled triolein and the amounts of fat 
actually excreted in the stools. There was in addition 
good correlation between the proportion of radio-isotope 
absorbed and the degree of steatorrhoea, except in 
patients with regional ileitis. It might perhaps be inferred 
that the correlation is somewhat fortuitous since im- 
provement in the absorptive curves in adult coeliac 
disease, for example, may long precede decrease of 
steatorrhoea. KIRSNER et al. noted that the absorptive 
curves correlated closely with the vitamin-A curves, but 
they concluded that it was easier to measure radio- 
activity in the plasma than the vitamin-A level. RUFFIN 
et al.,'° who have had extensive experience with ''I- 
labelled lipids, concluded that the tests were simple and 
reliable, accurately reflecting fat absorption. If patients 
who had undergone gastric operations were excluded, 
there were no false positive results; but the tests might 
be normal in patients with organic intestinal disorders. 
In 60°., of patients who had undergone operation for 
peptic ulcer with or without vagotomy, they noted 
impaired absorption of triolein. Such a finding signified 
either impaired digestion or impaired absorption, but 
since the levels following oleic acid were usually normal 
the abnormalities must be primarily of digestion rather 
than of absorption. Nevertheless it must be admitted 
that labelled fats and proteins do not give any better 
results than chemical methods in the detection of 
absorptive defects.'* The correlation of fecal fat with 
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plasma curves or isotope fecal excretion is not invariably 
close, and, in patients in whom the defect is slight, 
interpretation is difficult. Indeed, it would be surprising 
if the absorptive curves of the isotopic material were 
completely reliable since they are open to the errors of 
interpretation common to any absorptive curve. 

If studies with isotopic oleic acid, triolein, and amino- 
acids have been disappointing, because of their inability 
to provide clear-cut answers in doubtful cases, vitamin 
B,, labelled with °*Co, °*Co, or *°Co has led to a great 
increase in the knowledge of the absorption of cyano- 
cobalamin—knowledge which can be put to practical 
use.'7-!® Three techniques have been used—measure- 
ment of the radioactivity in the faces,” measurement of 
the hepatic uptake,”’ and measurement of the proportion 
excreted in the urine.** ** When these techniques were 
applied to patients with intestinal disorders it soon 
became evident that lack of intrinsic factor was by no 
means the only cause of failure of absorption of vitamin 
B,., and that different parts of the intestinal tract 
differed in their capacity to absorb the vitamin. Further- 
more, there is a limit to the amount of vitamin B,, that 
can be absorbed from the gut.*4 The optimum dosage 
of labelled vitamin B,, falls within the physiological 
range for absorption of this vitamin (0-5-2 ug).** If 
extremely large doses of vitamin B,, (500 ug. or more) 
are administered by mouth or by rectum this limiting 
effect may be overcome by the “ mass action” effect 
both in pernicious anemia * and in primary malabsorp- 
tion syndrome.*® CasTLe *’ suggested that vitamin B,, 
was absorbed mainly high in the small intestine; and 
CITRIN et al.,?* who instilled labelled vitamin B,, into 
the upper and lower ileum, considered that in normal 
circumstances this was probably true. But MCINTYRE 
and her colleagues 2° in 2 patients with about a foot of 
jejunfiim remaining, and MOLLIN et al.* in 3 patients with 
three to four feet of jejunum, were unable to demon- 
strate any absorption of vitamin B,,. Evidence from 
intestinal resection suggests that vitamin B,, is absorbed 
from the ileum, and even when only two to three feet of 
the terminal ileum are involved, as in regional ileitis, 
significant impairment of absorption may be demon- 
strated.** 

Studies on patients with idiopathic steatorrhoea have 
shown that a high proportion do not absorb vitamin 
B,,”! 2° 8° 3! and that absorption cannot be improved by 
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the addition of intrinsic factor or antibiotics though it is 
by steroid therapy. MOLLIN et al.,% however, called 
attention to patients with steatorrheea and with gastric 
atrophy of the addisonian type in whom vitamin B,, was 
absorbed in addition to the intrinsic factor. Whether this 
atrophy can be considered specific is questionable, and 
it may well be encountered in some patients with idio- 
pathic steatorrhea. Another condition which can inter- 
fere with the normal absorption of vitamin B,, is that 
associated with intestinal diverticulosis.** In such 
patients megaloblastic anemia is liable to develop, 
owing to deficiency of vitamin B,,; this, it has been 
suggested, is due to over-growth in the diverticula of 
intestinal bacteria which utilise the availabie vitamin 


, Bedford, P. D., Evans, J. R. Quart. 7 Med 1955, 24, 321. 


32. Badenoch, 
D., Witts, L. J. Brit. J. 


J 
33. Badenoch, J., Evans, J. R., Richards, W. ¢ 
Hamat. 1955, 1, 339 


B,,. The anemia often responds to aureomycin (chlor- 
tetracycline),* but not to neomycin “*; occasionally it 
responds to the addition of intrinsic factor.** MOLLIN 
et al.*’ found normal absorption of vitamin B,, in pan- 
creatic steatorrhoea, while McINTyRE et al.** found in 4 
patients impaired absorption, which was not improved by 
intrinsic factor, antibiotics, or pancreatin; but a 5th 
patient, who had all her pancreas removed, absorbed 
vitamin B,, normally, so it must be concluded that 
deficiency of pancreatin secretions could not have 
been the operative factor in their previous 4 patients. 
Thus, while radioactive vitamin B,, has produced 
many conflicting observations, it has helped to 
reveal that vitamin B,, is absorbed by more than one 
mechanism. 

34. Halsted, J. A., Lewis, P. M., Gasster, M. Amer. J. Med. 1956, 20, 42. 


Annotations 


ECONOMY IN PRESCRIBING 

THE pharmaceutical service accounts for only some 
10°,, of the total expenditure on the National Health 
Service; but its high cost has been repeatedly criticised 
in Parliament, partly because it is one of the few main 
items in the N.H.S. on which it may seem that economy 
can be readily effected. In 1949 the average cost of 
prescriptions in England was 3s., but by the first quarter 
of this year it had reached 6s. 1}d. The increase is due 
almost entirely to higher ingredient costs; the correspond- 
ing average dispensing fees for the two periods were 
12-05d. and 14-68d. Twice economy has been sought by 
the imposition of a charge to patients. Both times the 
number of prescriptions dispensed has fallen; but on the 
second occasion, in December, 1956, this effect was 
quickly offset by the increased value of individual pre- 
scriptions, which jumped to the present figure from an 
average of 4s. 9d. in 1956. In June, 1957, the Minister 
of Health set up a committee, under the chairmanship 
of Sir Harry Hinchliffe, to investigate the cost of 
prescriptions. 

In an interim report, issued last Monday,' this com- 
mittee declares that on the whole the duty of prescribing 
drugs has been discharged carefully and responsibly. 
Nevertheless, some economy is possible without loss of 
efficiency. Comparable difficulties have emerged in other 
countries where health services aré a charge on the com- 
munity. In New Zealand, for instance, between 1947 and 
1957 the cost of the pharmaceutical service increased by 
181°,,, and the prescriptions per head of population 
increased by 65 Drastic steps were taken; and as a 
general rule a practitioner may now prescribe no more 
than ten days’ supply, and some medicaments can be 
prescribed only on the recommendation of a hospital 
authority. The Hinchliffe Committee contemplated 
calling for similar limitation here, but decided that there 
were too many administrative difficulties. It will, how- 
ever, review this possibility again in its final report. 

If a general practitioner does not know the true cost of 
his prescribing, this may be due to either of two causes— 


lack of training or lack of current information. As a 
student he may never have heard of the National 
1, Ministry of Health 


Interim Report of the Committee on Cost of Pre- 
H.M. Stationery Office. Pp. 12. 9d ° 


scribing 


Formulary; and the committee recommends that the 
alternative edition, based on a pharmacological classifica- 
tion, of this valuable book should be supplied to all clinical 
students as well as to hospital doctors. In the further 
enlightenment of the practising doctor, the regional 
medical officer, says the committee, should play a more 
active part by providing up-to-date information on 
developments in pharmacology and therapeutics. Doctors 
may be entirely unaware of the cost of the drugs they 
prescribe, as not all manufacturers provide such informa- 
tion, and some five thousand proprietary products are on 
the market. The committee suggests that the law be 
amended to require manufacturers to indicate the price 
of their products in their literature and advertisements. 
In addition the Ministry of Health, in conjunction with the 
British Medical Association and the Pharmaceutical 
Society, should investigate the possibility of issuing a 
comprehensive prescribing handbook so that practi- 
tioners may have in one volume information on medica- 
ments and their retail price and on possible alternatives. 

The statistics at present provided by the Ministry 
are inadequate and appear too infrequently. Information 
on the cost of a practitioner’s prescribing reaches 
him some four months after the prescription has 
been issued. The committee maintains that this interval 
could be shortened if every prescription were priced 
individually and the present averaging system jettisoned. 

The committee also proposes that the Pharmacopeeia 
Commission should be asked to review the principles on 
which the selection of approved names is based, and to 
authorise approved names more promptly. But it is well 
known that new preparations are introduced and become 
fashionable through their trade names, which are coined 
immediately by staff employed for the purpose, and are 
skilfully designed to be easily written and remembered. 
Indeed nomenclature is often ahead of the product; 
and at least one firm has called in cybernetics to prepare 
many mellifluous names which have been patented in 
advance. The committee accepts the view, put forward 
by the Executive Councils’ Association, that executive 
councils should be directed not to supply copies of their 
medical and pharmaceutical lists to drug houses. In 
practice this measure would have little effect; for these 
are public documents, available in post offices and 
libraries. The thorny question of substitution, well 
known in the hospital world, is not touched on; but no 
doubt it will be considered in the committee’s final report. 


28 JUNE 1958 


ANNOTATIONS 


1377 


NEOMYCIN IN OCULAR INFECTIONS 


OcULAR infections continue to contribute substantially 
to visual disability and blindness, despite the virtual 
elimination of ophthalmia neonatorum and _ interstitial 
keratitis by improved methods of treatment. Most infec- 
tions are exogenous, and many are associated with injury; 
bacteriological cultures would be expected in these cir- 
cumstances to indicate the appropriate antibiotic or 
chemotherapeutic agent, but, owing to technical difficul- 
ties, culture specimens can be obtained only from the 
conjunctiva and eyelids, and in the more serious corneal 
and intraocular infections the organism can seldom be 
detected in this way. Accordingly the nature of the infec- 
tion must still often be determined largely by clinical 
deduction, and the efficacy of treatment decided by thera- 
peutic trial or prophylaxis. The value of penicillin used 
in these ways is evident from the greatly reduced incidence 
of serious ocular infections (and in particular of hypopyon 
ulcer) since its general use became possible; but its limi- 
tations in respect of gram-negative organisms and penicil- 
lin-resistant staphylococci are reflected in the high pro- 
portion of serious infections which are now found to be 
caused by these organisms. Sorsby and Ungar ' found 
19 such infections in a series of 61 inpatients at the Royal 
Eye Hospital, and they drew attention to the need for 
some more effective, broader-spectrum antibiotic for use 
both in such cases and in prophylaxis. 

The choice of a broad-spectrum antibiotic presents 
special problems in ophthalmology owing to the selective 
action of the blood-aqueous barrier. The comparable 
levels in blood and aqueous for innocuous sulphonamides 
are 3-4 mg. per 100 ml. and 0-4 mg. per 100 ml. respec- 
tively; with penicillin penetration into the aqueous is 
better, and still higher levels may be achieved by subcon- 
junctival injection of penicillin with adrenaline.? * 

Sorsby ' now reports trials of several broad-spectrum 
antibiotics in rabbits infected with penicillin-sensitive 
and penicillin-resistant staphylococci and with Pseudo- 
monas pyocyanea and proteus. Carbomycin was per- 
force excluded on account of poor local tolerance; and 
erythromycin, which also produced some local irritation, 
gave unpromising results when injected subconjunctivally 
or given by mouth. The effect of subconjunctival neo- 
mycin on penicillin-resistant staphylococci infections was 
more hopeful. (Additional oral erythromycin produced 
no material extra improvement.) Ps. pyocyanea and 
proteus alone among the gram-negative organisms give 
rise to suitable experimental ocular lesions; and, with the 
first of these, results comparable with those obtained with 
polymyxin B and with streptomycin were seen. Intra- 
ocular infections with proteus proved impossible to con- 
trol with any of the antibiotics used, but in a parallel 
experiment with animals pte-treated with neomycin the 
infection was controlled in most cases, and in a further 
series of experiments with gram-negative bacteria the less 
fulminating infections produced by intracorneal injection 
of proteus were controlled. A final series confirmed that 
in infections with the common penicillin-sensitive organ- 
isms neomycin is as effective as penicillin. 

Thus neomycin is no less efficacious against both gram- 
Negative and gram-positive organisms than the other 
individual antibiotics. Moreover it has greater range; 
and, being suitable for subconjunctival injection, it may 
be the antibiotic of choice when the causal organism is 

1. Sorsby, A., Ungar, J. Ann. R. Coll. Surg. Engl. 1958, 22, 107. 


2. Sorsby, A. Proc. R. Soc. med 1950, 44, 737. 
3. Sorsby, A. Trans. ophthal. Soc. U.K. 1953, 73, 161. 


unknown. Early clinical experience suggests that the 
human eye tolerates well the repeated subconjunctival 
injections of neomycin necessary to maintain therapeutic 
concentrations, and this antibiotic is clinically effective 
in severe ocular infections. 


NEW LIGHT ON RENAL STONES 

UNDERSTANDING of urinary stone will be achieved only 
by appreciating the conjunction of biochemistry and 
mechanics which must contribute to its formation.’ ? 
Only biochemistry will explain why calcium salts remain 
in urinary solution in some individuals but not in others, 
and on what complex matrix the stone develops; while 
mechanics alone can provide the answer to where in the 
kidney the insoluble salts first appear and how they are 
eliminated thence. Fortunately much of the mechanical 
side to this problem has already been elucidated by the 
work of Carr,' who has refined his methods still further 
by employing microradiography in association with 
freeze-drying of the specimen * in order to substantiate 
his hypothesis that renal calculi are formed on calcareous 
particles excreted via the lymphatic system into the renal 
calyx. This method has great advantages over direct 
radiography of the fresh specimen. Fresh specimens 
require a waterproof layer to protect the emulsion on the 
film or plate; moreover, they tend to dry and shrink 
during exposure; it is thus difficult to obtain clarity in the 
ultimate picture. Freeze-drying not only overcomes these 
difficulties but also improves contrast, since the water 
which is thus removed has otherwise a similar coefficient 
for X rays to that of the tissue itself. Using fine-grain film 
exposed when almost in contact with the kidney at opera- 
tion, Carr had previously shown small opacities in the renal 
substance and Randall’s plaques at the renal papilla; 
also that an apparently solitary stone often proved to be a 
collection of smaller stones. Now, with the aid of freeze- 
drying and microradiography, the story has been carried 
a stage further; for the plaques of calcification are seen to 
comprise a collection of small opacities, and Randall’s 
plaques, likewise a granular collection of calcium salts, are 
observed to be lying not at the renal papilla but just beside 
it, where the lymphatics of the renal parenchyma discharge 
into the calyceal fornix. Calcium does not seem, therefore, 
to be discharged or deposited at those parts of the renal 
papilla where the tubules end. Furthermore, Carr has 
revealed that the deposition of calcium particles within 
the renal parenchyma is often lineal and in close relation 
to the vessels. This new evidence strengthens his belief 
that deposits of calcium, like small particulate matter 
anywhere in the body, are transported in the lymphatic 
system; and in this the kidney is no exception. Once 
projected into the renal pelvis these particles form a matrix 
for a larger concretion. 

But why do calcium salts tend to precipitate out within 
the kidneys of some? Boyce et al.‘ have studied 148 
patients with recurrent stones and have found that, though 
their calcium intake may differ little from that of healthy 
controls, their urinary output of calcium is significantly 
higher. This may be controlled in part by a diet low in 
calcium and vitamin D, or by phytate administration, but 
these measures do not cause any distinct regression of 
existing stones or apparently avert further stone forma- 
tion. In the light of Carr’s work this could hardly be 
1. See Lancet, 1955, ii, 1177. 
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expected, for, by the time one stone has become manifest 
clinically, so many small concretions may be present that 
reduction in calcium intake may not reverse the process 
of further stone formation. As Carr suggests, the only 
cure may then be excision of the affected lobe of the 
kidney. Flocks * has also found that hypercalcinuria is 
common in patients with urinary stone, and yet in 21 out 
of 35 cases there was no evidence of hyperparathyroidism 
or bone disease. Increased intestinal absorption may 
therefore be responsible—a fact which emphasises that 
this problem will not be solved by urologists, radiologists, 
or physicians alone. 


AMYLOIDOSIS 

WHILE the cause and method of deposition of amyloid 
in the tissues remain unknown, the vagaries of incidence 
are becoming clearer. In contrast to those cases in which 
the amyloid disease is secondary to some known pre- 
disposing cause—such as chronic sepsis, syphilis, tuber- 
culosis, tumours, and the more recently recognised 
myelomatosis, rheumatoid arthritis, and regional enteritis 
—there are cases of “ primary amyloidosis ” in which no 
recognised cause can be found, some of these falling into 
definite syndromes according to the organs mainly or 
primarily involved. Amyloid disease affecting the central 
nervous system sometimes escapes diagnosis. * Chambers 
et al.” report three neurological cases in which men in the 
early thirties developed a form of polyneuritis or symptoms 
mimicking tabes. In the nerves there was obvious enlarge- 
ment, and biopsy revealed amyloid, which was also some- 
times found post mortem under the arachnoid, in the 
spinal dura mater, and throughout the posterior-root 
ganglia. Chambers et al. found reports of a familial form 
of primary amyloidosis affecting mainly the nervous 
system. 

The heart is commonly affected in primary amyloidosis, 
especially in older patients; the symptoms and signs are 
those of progressive myocardial failure, and, when no 
other cause can be found, amyloid disease should certainly 
be suspected. The amyloid may be deposited extensively 
under the endocardium alone or also under the peri- 
cardium, or it may infiltrate the myocardium; in some 
cases reported by Symmers* the muscle-fibres were 
actually transformed into amyloid substance. The tongue 
is also sometimes involved in primary amyloidosis, causing 
macroglossia which may lead to difficulty in speaking, 
eating, and protrusion. As in the heart, the amyloid may 
be interstitial, extending out even to the gums (biopsy of 
which may give the diagnosis), or it may involve the 
muscle-fibres themselves. The skin may be involved in 
various ways. One of the patients in the series reported by 
Chambers et al. initially consulted a dermatologist on 
account of trophic lesions resulting from the polyneuritis; 
hzmorrhagic lesions or generalised pigmentation may 
develop ; or there may be nodular or widespread thickening 
due to amyloid deposition, as in an otherwise healthy 
young woman with involvement of the areola and vulva.’ 
The kidneys are commonly involved in secondary 
amyloidosis; and in the primary form hematuria, the 
nephrotic state, or even uremia may be the only or first 
sign. The alimentary tract is also liable to be involved 
in primary amyloid disease, as also in the secondary 
form. 
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There was a tendency * to regard primary amyloidosis 
as a separate entity from the secondary type. Besides the 
different distribution and the lack of a recognised pre- 
disposing cause, the primary form seemed to be charac- 
terised by different staining reactions of the amyloid 
deposits, and in some cases a foreign-body reaction 
developed around or calcium was deposited in the amyloid. 
In a comprehensive review Symmers '’ showed that the 
sites involved in primary cases may also be involved in 
secondary, though the incidence may be very different; 
all the other features can occur in either form of the 
disease, and accordingly all varieties are related to one 
fundamental disturbance. He suggests that amyloid is an 
insoluble glycoprotein laid down in the connective-tissue 
ground-substance as the result of a local antigen-antibody 
reaction. Cameron '' admits that where it comes from and 
how it is produced are baffling problems. Both these 
investigators point out that amyloid is closely related to 
hyaline degeneration, and in biopsy some specific stain 
(methyl-violet, Congo-red, iodine) must be positive before 
the diagnosis of amyloid disease is established. 


STRESS FRACTURES 

Stress fractures of leg bones are often overlooked; for 
not uncommonly they are detectable only with special 
radiographic projections. In the 1939-45 war, fatigue 
fractures of the tibia were described by Hartley ™ in 
children and young adults and by Leveton * in Army 
recruits. In the young patient these fractures affect the 
upper tibia, and often spread from a small crack across the 
bone to produce a complete fracture. In the middle-aged 
and elderly, fatigue fractures tend to involve the lower 
end of the tibia."* Most of these patients do not give a 
history of unusual muscular activity, and the fractures 
unite fairly rapidly. 

In two groups of patients stress fracture seems to be an 
occupational hazard. Burrows ™“ has described a minute 
infraction of the tibial cortex in male ballet dancers. The 
lesion tends to affect the middle of the bone, and gives 
rise to pain, swelling, and tenderness over the crest of 
the tibia. Many different radiographs may be necessary 
to reveal the crack, and in two of these patients there was 
sufficient doubt about the diagnosis for the lesion to be 
explored; the specimens removed at operation showed 
very little evidence of bone repair. A similar lesion, 
slightly lower in the tibia, has been described by Devas,"* 
who thinks that this explains the painful condition of the 
leg found in athletes in training and often known as 
** shin splints ’’. These patients present with pain, usually 
at the start of training and subsiding with rest. The 
pain often gets more severe as training becomes more 
arduous; and radiographs, which may have to be repeated 
several times before any abnormality is detected, will 
show merely a small crack running through the cortex. 

Stress fractures in the tibia are probably a direct result 
of muscle pull. Treatment of these minute cracks is often 
difficult. Immobilisation is necessary only so far as it 
contributes to the patient’s comfort. In time symptoms 
usually subside, but the disability from this lesion is 
more protracted than after a complete fracture of the 
bone. 
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CHILD HEALTH AND DISEASE IN JAMAICA 
SOME IMPRESSIONS 
B. D. Bower 
M.D. Birm., M.R.C.P., D.C.H. 
LECTURER IN PALDIATRICS AND CHILD HEALTH IN THE UNIVERSITY OF 
BIRMINGHAM 

Wit the large influx of West Indians into the cities 
of Britain in the past few years it has become obvious 
that the West Indies are very different from the tropical 
paradise of popular imagination. Doctors, in particular 
those who have West Indians as patients, may be interested 
in a brief account of their socio-economic and medical 
background. This is the outcome of six months spent 
at the University College of the West Indies, Jamaica, 
in 1957, as a visiting lecturer in pediatrics and there- 
fore has a pediatric orientation. 

Jamaica is an island of great beauty and many problems. 
The population is a million and a half and is increasing 
rapidly. Most of the inhabitants are poor uneducated 
peasants engaged in agriculture. The difficulties of this 
occupation are often great in an island where high moun- 
tains cover three-quarters of the land and plots are small 
and therefore uneconomical. Industry is not yet a major 
factor in the island’s economy, but the mining of bauxite 
is a hopeful start. 

Most of the inhabitants are of African origin. 
1943 Census gave: 


The 


Predominantly African da * 78:1 
Other Afro-Caucasian or Afro-Asiatic mixtures . . 
Caucasian 1-1 
East Indian .. 
Chinese 1-0 


The dominance of the African ancestry is reflected 
in the Jamaican character. Jamaicans, like Africans, are 
happy, volatile, unwilling to take life too seriously, and 
always ready to laugh loudly at its problems. This care- 
free attitude is sometimes aggravating to Europeans but 
on the whole arouses admiration when it is set against 
the grim background of many of their lives. Another 
admirable trait which must forcibly strike any doctor 
called on to examine a Jamaican patient is his or her 
personal cleanliness. Not only in Britain but also in their 
own country, often under appalling conditions, Jamaicans 
keep themselves, their children, and their clothes clean 
and neat at all times. 

Family Life 

Slavery was only abolished in Jamaica in 1838, and its 
legacy still has great influence on the peasant’s life today. 
To the pediatrician a very striking difference between 
child life there and in Europe is seen in the concept 
of the family and particularly of the place of the father in 
the family. The Jamaican peasant family is matriarchal 
and consists of a mother, often a grandmother, and several 
children, who may or may not have the same father. 
More often than not there is no man in the household. 
The illegitimacy-rate is 70°,, the highest in the world. 
This in itself would not be serious if the parents had a 
stable union, but this is not often the case. Many men 
have little sense of responsibility for the children they 
have fathered, and for various reasons maintenance orders 
are difficult to enforce. A child’s idea of a father is there- 
fore either a man who does not live at home but who may 
visit occasionally or a man who is resident but who is 
liable at any time to be replaced by another. 


Yet even a superficial study of Jamaican history prevents 
one from being censorious. The first English settlers 
were young, tough, and adventurous, but tended to be 
“the black sheep of white families”. They were not 
accompanied by white women and took mistresses from 
the imported African slaves, whom they did not, of course, 
marry. Marriage between slaves was forbidden because 
proprietary rights over slaves were exclusive to their 
owners, but reproduction was encouraged to swell the 
labour force. This social pattern became firmly established 
over the next two hundred years, 

The children of slaves were cared for by more or less 
benevolent plantation owners, who themselves had 
unofficial as well as official families, and the children 
presented no economic problem to their mothers. How- 
ever, just over a century ago emancipation suddenly 
transferred the care of children to their mothers, who have 
had to bear a large share of responsibility for their 
upbringing since then. The feckless attitude of many 
fathers today stems from the attitude of their forefathers. 
Fortunately the idea of the father as a responsible head 
of the family is being accepted more widely, especially 
in the rising middle class. 


Malnutrition 

The clinical syndromes of marasmus, kwashiorkor, and 
marasmic kwashiorkor are commonplace in Jamaica 
and form the background to many other diseases of 
childhood. The social scene has, of course, great relevance 
to these disorders. It is the mother who perforce feeds 
and rears the children and inevitably, no matter how hard 
she tries, she sometimes fails. She often goes out to work 
soon after the baby’s birth and, because of this early loss 
of the protective action of breast-feeding, kwashiorkor 
develops at a younger age in Jamaica than in Africa, 
where children may be breast-fed into the second or 
third year. Many mothers work as “‘ higglers ”’ (pedilars), 
and their earnings are often very erratic. A grandmother 
is a godsend, for she can look after the children by day, 
or they can reside with her for long periods. Otherwise 
the mother has to pay a neighbour or a professional baby- 
minder out of her meagre earnings, and obviously in such 
a commercial contract the children will fare less well 
than if a grandmother is available. 

A boy, aged 9 months, was admitted to University College 
Hospital, Jamaica, with a vague history of “ belly running ” 
(diarrhoea). Except that his hair showed no depigmentation, 
the clinical picture was typical of kwashiorkor. He was miser- 
able and underweight (14 Ib. 10 oz.) and lost a further pound 
during treatment as his oedema cleared. Dependent edema 
was gross in his forearms, hands, legs, feet, and abdominal 
wall, and his face showed the characteristic “ sugar-baby ” 
jowls. Flaky-paint dermatosis affected his limbs, areas of 
epidermis could be stripped by slight lateral pressure, and 
there were moist fissuring and depigmentation behind his 
ears, at the angles of his mouth, and in his perineum. His 
liver was enlarged and firm. His mucosz were pale. 

Laboratory investigation showed a moderate anxmia, a 
low level of plasma-proteins, and abnormal liver-function 
tests. A liver-biopsy specimen floated in water, and analysis 
gave a high fat-content. 

Dietary and social history.—He was breast-fed completely 
for four months. His mother then went out to work as a 
“ higgler’, and for the next two months he received only 
morning and evening breast feeds, after which time breast- 
feeding was discontinued. He was looked after by a neighbour 
during the daytime in company with his two siblings and 
several children of other working mothers. The baby-minder 
was paid half a crown a week for his care, and his food was 
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provided by his mother. His father was not resident and 
contributed only sporadically to his upkeep. His mother’s 
weekly earnings varied between thirty shillings and nothing. 
His diet consisted of 3 tablespoonfuls dried milk to 24 oz. 
of water daily (i.e., half-strength), some patent barley, corn- 
meal porridge (maize boiled in water and strained, often only 
the filtrate is given), and bush teas. The latter are infusions of 
various wild plants and are widely used in Jamaica as con- 
stituents of a weaning diet, medicinally, or even for magical 
purposes. Their possible toxicity is discussed below. They 
have a negligible calorie and protein content. 

This history is fairly typical. Sweetened condensed 
milk is also widely used, and quite often expensive pro- 
prietary milk beverages are given. Poverty and ignorance 
are clearly the main factors which operate to produce 
such faulty feeding, but uninhibited advertising of these 
beverages in Press, shops, and on the radio is partly to 
blame by diverting money away from foods of higher 
protein value. Meat and eggs are not given early in life, 
partly because of cost, but also because of a tradition that 
they are unsuitable at this period of life. Hens may be 
kept, but the eggs are usually sold in the market. 

Severe anemia often accompanies kwashiorkor and in 
many cases is unresponsive to the administration of oral 
iron and the correction of protein deficiency. Folic acid 
by mouth produces a response in this group. It is usually 
possible to diagnose folic-acid deficiency from a bone- 
marrow smear, whereas examination of peripheral blood 
is unhelpful (Back et al. 1957). Peas in the West Indies 
have a high folic-acid content and, though they are a 
staple food for older children and adults, are considered 
unsuitable for infants and young children. This difference 
in feeding habits in the two age-groups may explain why 
folic-acid deficiency is fairly common in the young child 
but unknown in the adult, who also often exists on a 
generally substandard diet. 


Treatment of kwashiorkor is easy in theory but often 
difficult in practice. In bald summary it consists in the 
administration of dried skimmed milk in gradually 
increasing strengths until the patient can tolerate solid 
food, but this statement conceals a wealth of nursing 
ingenuity and patience, factors which are most important. 
In spite of this, all too often a severely ill child dies for 
reasons which are at present ill understood. Problems of 
kwashiorkor are under active investigation in Jamaica 
by Dr. J. C. Waterlow and his team at the M.R.C. 
Tropical Metabolism Research Unit. 


Malnutrition, a world-wide disease, is today rarely 
seen by the pediatrician trained in Britain, and for this 
reason alone I felt my stay in Jamaica was worth while. 
Two other conditions were equally striking, although 
they are of little relevance outside the West Indies. 


Veno-occlusive Disease of the Liver 

This disease is fairly common in Jamaica and apparently 
very rare outside the island. Its pathology, clinical 
features, and natural history have been described fully 
(Jelliffe et al. 1954, Bras and Hill 1956, Stuart and Bras 
1957). Its etiology is less certain, but several suggestive 
observations and experiments on animals point to poison- 
ing with bush teas (Bras et al. 1957). The clinical picture 
is striking. 

A girl, aged 2', years, was well until six days before 
admission to University College Hospital, when she became 
unwell and seemed hot. The next day she vomited, and this 
symptom continued intermittently until admission. She 


developed a “ swell belly ” and swollen feet on the day before 


admission. She had had an average Jamaican diet, including 
three types of *‘ bush teas ”’. 

On examination she was small and moderately well nourished. 
Weight 22 Ib. 15 oz. She had gross ascites, and her liver was 
enlarged (3 inches below the costal margin in the right mid- 
clavicular line) and very firm. Her spleen was impalpable. 
A week after admission she developed a moderate right pleura! 
effusion. 

Laboratory investigations.—Liver-function tests were rela- 
tively normal, but liver-biopsy material showed the typical 
histological appearance of acute veno-occlusive disease (Bras 
and Hill 1956). Subintimal swelling of the small hepatic 
veins and atrophy of surrounding parenchymal cells were 
present. Portal triads were normal. 

Progress. —The pleural effusion and the ascites both resolved 
during the fourth hospital week, and the patient was dis- 
charged well shortly after this. 

It seems likely that one or more bush teas are responsible 
for the occlusion of the hepatic venous tree which causes 
the acute hepatomegaly and ascites seen in the acute 
stage. The disease can have more serious consequences 
than this case-report suggests. Studrt and Bras (1957) 
found that 19°,, of patients with acute veno-occlusive 
disease died of hepatic failure early in the disease, and 
only 48°,, eventually made a complete recovery. Treat- 
ment at present is only symptomatic so that prophylaxis 
is of great importance. 

Unfortunately the weaning of Jamaicans from bush 
teas will be a very difficult task because they are very 
widely used indeed. In fact, their omnipresence in the 
diet constitutes one difficulty in accepting them as the 
sole cause of the disease, which is certainly not so common 
as one would expect on this theory. The difficulty is 
similar to that of accepting mercury as the sole cause of 
pink disease, or an excess of vitamin D as the sole cause 
of idiopathic hypercalcemia. Until recently many babies 
in Britain were exposed to these substances, but relatively 
few were affected. However, if it is finally proved that 
Crotalaria, Senecio, or other plants are directly responsible 
for the condition as is suggested (Bras et al. 1957), 
intensive propaganda will obviously be justified. Many 
peasants use native plants indiscriminately, and children 
collect plants and concoct their own brews. It will 
probably therefore not be practicable to suggest that only 
certain bush teas be avoided, and propaganda will have 
to be directed towards the habit itself, a formidable task. 


Vomiting Sickness 

This is less common and less well-defined (West 
Indian Medical Fournal 1953). Often occurring as an 
explosive illness in several members of the family at 
the same time, it is probably due to an ingested toxin, 
possibly the immature ackee fruit. The ackee, like bush 
tea, is a very common aarticle of diet, and the same 
difficulties in prophylaxis as with veno-occlusive disease 
will arise if it is proved that the immature ackee is 
responsible. The patient may be admitted in coma 
after repeated vomiting lasting several hours, or, particu- 
larly in young children, coma and convulsions may 
develop without preceding vomiting. The hepatic 
glycogen is scanty (Patrick et al. 1955) and the blood- 
sugar level very low (Stuart et al. 1955). Some patients 
make a dramatic response to intravenous glucose, but the 
disease can be rapidly fatal. 


Sickle-cell Anaemia 
In a predominantly African population this disease 
might be expected to be relatively common, and in fact 
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it requires consideration in the differential diagnosis 
of several symptom-complexes in childhood. The sickle- 
cell trait is found in 5°, of Jamaican children (Jelliffe 
et al. 1954), and tests for sickling are therefore routine in 
hospital practice. If the tests are positive, hemoglobin 
electrophoresis is necessary to decide whether this 
finding is relevant to the symptoms and signs. The usual 
features in the first two years of life are severe anemia, 
fever, mild jaundice, splenomegaly, and the character- 
istic painful swellings of the interphalangeal joints of the 
fingers. This description agrees with that of pure sickle- 
cell anemia in Uganda (Trowell et al. 1957) and has the 
same serious implications. Clinical diagnosis is less 
difficult in Jamaica, however, because malaria is now 
uncommon. Sickle-cell anaemia and other hemo- 
globinopathies are also seen in older patients, and a local 
map of these disorders will soon emerge when the results 
of investigations in the hematology and biochemistry 
departments of the University College Hospital are 
available. Unfortunately there is at present no proved 
effective treatment apart from blood-transfusion. 


* Infectious Disease 


Apart from the disorders described above, the pattérn 
of disease is similar to that which existed in Britain fifty 
years ago, with infectious diseases taking a relatively 
important role. 

Diphtheria is fairly common, and tracheotomy is often 
urgent, but, after the acute phase, recovery is usually 
uneventful. 

Typhoid fever is also fairly common, and clinical 
diagnosis can be difficult. Rose spots are rarely seen, and 
splenomegaly and the so-called characteristic temperature 
chart are more the exception than the rule. Moreover 
laboratory investigations are also unhelpful at times, for 
treatment with chloramphenicol may prevent a rising 
agglutinin titre. 

Tetanus is common, for few children in the peasant 
class wear shoes, and goats and donkeys are common 
and must be largely responsible for contamination of the 
soil and tracks where children walk and play. Except 
in the neonatal form, therefore, infection usually occurs 
on the feet. The results of treatment are not so satis- 
factory as one would wish, nor is it certain that orthodox 
methods give the best results. In one hospital it was 
felt that the administration of repeated daily doses of 
antitoxin after the initial dose of 200,000 I.U. was 
important, and in others the patient was nursed in the 
main ward without sedation, for it was felt that spasms, 
although painful, were less dangerous than sedation. 
Facilities for treatment by intermittent positive-pressure 
respiration after curarisation do not yet exist. The various 
problems of treatment are under active consideration 
at present, and dogmatism on therapy is at present 
unjustified. 

Infantile gastroenteritis is as common as one might 
expect in a country with overcrowding and low sanitary 
standards and is more often due to Salmonellz than in 
this country (West Indian Medical Fournal 1954). 
Combined with malnutrition it can present a formidable 
problem; yet many patients recover surprisingly quickly 
without relapses, once initial dehydration has been over- 
come. Persistent vomiting is common in gastroenteritis 
and in malnutrition. Gastric lavage usually produces a 
large amount of mucus. It is tempting and all too easy 
to blame this chronic gastritis and indeed many other 


infant maladies on such a dietetically abhorrent procedure 
as the administration of bush teas, but proof is lacking. 
Vomiting does not appear to be a symptom of under- 
feeding in infancy as it is in this country. It is common 
to find pure water lack in a dehydrated baby with gastro- 
enteritis, and the practice, common in Britain, of giving 
an initial intravenous injection of physiological saline 
solution before starting the drip is contraindicated, 
since hyperelectrolytemia is often present. The amount 
of intravenous fluid required for maintenance is large— 
3 oz. per lb. of body-weight daily—and the risk of over- 
hydration by an intravenous drip is much less than in this 
country. Cross-infection in hospital, the main worry to 
the staff of a gastroenteritis unit in Britain, is uncommon 
in Jamaica. This is fortunate, for in many hospitals 
segregation is impossible and gross overcrowding is the 
rule. Cases of gastroenteritis, typhoid, and diphtheria 
are nursed alongside cases of kwashiorkor, sickle-cell 
anzmia, pneumonia, meningitis, tuberculosis in all its 
childhood forms, and other more familiar diseases. The 
average age of the ward population is usually low (18 
months or less); hence the freedom from cross-infection in 
gastroenteritis is not due to dilution of babies with older 
children. Open windows and jalousies are necessary 
for comfort, and, I feel sure, are important in this respect 
as those working with infectious diseases in this country 
have insisted for years. 


Overt syphilis occurs frequently both in adults and 
children. In adults cardiovascular syphilis is common, 
and it is quite justifiable to expect a West Indian student 
at his final examination to be familiar with the physical 
signs of aortic aneurysm, although this would not apply 
in Britain today. Congenital syphilis is seen in most of 
its forms. 

Other Diseases 


Acute rheumatism is surprisingly common, and there 
is a high incidence of vicious carditis (Back and De Pass 
19573. Streptococcal infection and acute nephritis do 
not seem to be correspondingly common, and rheumatic 
nodules and chorea are rare. One wonders whether sub- 
nutrition is in some way responsible for this emphasis 
on cardiac damage. 

In the educated middle class one meets the complaints 
associated with a higher standard of living, such as 
enuresis, behaviour disorders, and obesity. The healthy 
child whose parents are convinced that he does not eat 
enough may well present in the outpatient clinic along- 
side the child with gross kwashiorkor. Behaviour dis- 
orders in the peasant class are rarely seen at hospital, 
probably because they are not regarded as conditions 
requiring orthodox medical help. Obeah men, the 
Jamaican equivalent of witch doctors, are still influential 
in the bush, and it is reliably reported that in some 
areas their permission is required before orthodox medical 
advice is sought. 

Some diseases, such as vitamin deficiencies, are surpris- 
ingly rare. Scurvy probably has a similar incidence in 
Jamaica to that in Britain. Simple rickets is almost 
unknown in spite of the grossly inadequate diets, which 
must be deficient in vitamin D. In general, rickets is not 
rare in the tropics (Jelliffe 1955) and is usually due to 
traditions, such as swaddling and nursing in purdah, 
which lead to inadequate exposure to sunlight. There 
are no such traditions in Jamaica. The classical signs of 
deficiences of the vitamin-B group are uncommon, 
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although such diseases might be expected in view of the 
central place of degerminated maize in the diet. 

Infantile pyloric stenosis is very rare, so much so that 
the occurrence of a case is an event in hospital practice. 


Neonatal Disorders 

Infant mortality is high (78 per 1000 in 1951), and a 
large proportion of deaths is due to infection. Other 
causes of death, operative mainly in the neonatal period, 
are much less important; in hospital at least, the neonatal 
period seems relatively safe. For instance, labour is easy; 
during my stay I saw no baby with signs of cerebral 
birth injury in the obstetric department of the hospital. 

Prematurity, defined by birthweight, is common, but 
for a given weight a Jamaican premature baby is much 
more mature in behaviour than his European and North 
American counterparts. Problems of temperature 
regulation, initiation and maintenance of respiration, 
and feeding are much less obtrusive than in Britain. 
A 3-lb. baby, for instance, will often take well from the 
breast and cause little anxiety to the nurses. Relative 
behavioural maturity has recently been demonstrated 
in newborn babies in Uganda (Geber and Dean 1957). 

Hemolytic disease of the newborn is relatively uncommon, 
for the proportion of the population which is rhesus- 
negative is about half that in Britain. 

To the pediatrician, then, neonatal work has less 
clinical interest than it has in this country. 

Feeding difficulties in the early months are also few. 
Breast-feeding is widespread, on demand, and there is 
no false modesty about it among most mothers. In such 
a poor country the natural method is often the only 
adequate method, and it is fortunate that breast-feeding 
is so easy for nearly all women. It is sad to see the influence 
of advertisements for dried milk on such people. The 
idea that breast-milk is inferior to these products is 
easily induced, and dried milk may be deliberately sub- 
stituted for breast-milk by a mother because she under- 
stands it to be superior, although she will probably dilute 
it to make it last longer. 


Preventive Paediatrics 

It will be clear that Jamaica is no Welfare State. 
Government medical services are mainly curative and, 
although the Hyacinth Lightbourne Nursing Service 
combines preventive and curative work in an admirable 
way, there is a great need for health visitors and infant- 
welfare clinics. Diphtheria, whooping-cough, and 
tetanus are far too common, and there is a danger that 
they will continue to be accepted as inevitable because 
they have no news value today. Poliomyelitis, by 
contrast, has been in the limelight recently, and in 1957 
a widespread official inoculation campaign against it 
was undertaken in Jamaica, although in terms of mortality 
it has so far been no more important than the other 
diseases. 

The main problem of preventive pediatrics in Jamaica, 
of course, is malnutrition. The issues here are mainly 
economic, and its discussion is beyond the scope of this 
article. At present UNIcEF provide free skimmed dried 
milk to this and other countries who need it, and it is 
available to mothers in certain areas at a price equivalent 
to the cost of distribution. There is a danger, however, 


that this very laudable arrangement will officially be 
taken for granted and no provisions made if the supply 
In spite of poverty, education’ and encourage- 


ceases. 


ment can achieve much in the prevention of malnutrition. 
It was surprising how often patients, admitted to hos- 
pital with kwashiorkor, continued to thrive after dis- 
charge from hospital although the economic circumstances 
were unchanged. A comprehensive health-visitor service 
could go some of the way in preventing malnutrition. 

I wish to thank all those, too numerous to mention, who made 
my stay in Jamaica so enjoyable and educative. It is to a large extent 
the observations and opinions of the doctors, nurses, and students 
of the University College Hospital and the Kingston Public Hospital 
which are embodied in this article. Any errors must be ascribed to 
myself, the visitor, whose only advantage was possession of the 
opportunity to see diseases and situations with a fresh eye. Finally, 
I wish to thank Prof. J. M. Smellie, the University of Birmingham, and 
the British Council for making the visit possible. I hope that such 
visits to tropical countries will become more general, for it is difficult 
to exaggerate their value. 
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NOTES ON SMALLPOX VACCINATION 


J. C. SAUNDERS 
M.D. N.U.I1., D.P.H. 
PROFESSOR OF HYGIENE AND SOCIAL MEDICINE, 
UNIVERSITY COLLEGE, CORK 
THE work on which these notes are based was under- 
taken, in the first instance, to demonstrate to students the 
technique of multiple-pressure vaccination. 


The Site 

There are certain disadvantages in the accepted methods 
of administering the vaccine, the chief of which is the site 
favoured—the deltoid region. This is an inconvenient 
area. Except in the case of babies, coats have to be 
removed and shirt and other sleeves have to be rolled up 
and held in position over the shoulder; and these garments 
have to be replaced without disturbing the lymph. All 
this has to be done again later for medical inspection and 
for any local treatment that may be needed. 

There is no valid objection to vaccination on the 
anterior surface of the forearm, where a Schick test is 
done. The vaccine can be inserted much more easily 
with the operator sitting opposite the seated patient, and 
greater control can be exercised in stretching the skin and 
making the required pressures, and after control is also 
much easier. An additional advantage in females is the 
cosmetic effect: any scarring in this area is minimal and 
is practically never seen in ordinary circumstances. 


Expulsion of Lymph 
It is sometimes difficult to expel the lymph from the 
capillary tube in which it is supplied. An ingenious 
method of overcoming this difficulty was described by 
Galpine (1951). One of the broken ends of the tube is 
inserted into the bulbous end of an ordinary rubber teat; 
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into the open end of the teat a glass tube, lightly plugged 
with sterilised cotton-wool, is inserted, and the lymph 
may then be expelled by gently blowing through the 
glass tube. 

This was found to work very well in practice, affording 
a great deal of control, but occasionally it was impossible 
to avoid expressing an excessive amount of lymph. This 
difficulty was overcome by what appears to be an even 
simpler procedure. The capillary tube is broken in the 
usual way with due asepsis; it is then held vertically 
between the thumb and the first finger, whilé the 
hypothenar aspect of the hand is tapped against a hard 
surface—e.g., a table. This brings the lymph down to the 
open lower end of the tube. The tube is then very gently 
tapped against the surface of the prepared skin and, by 
capillarity, a small amount of the lymph comes out. 

This method allows a very great deal of control of the 
quantity of lymph used and may prove very economical 
when large numbers of people have to be vaccinated. 
Vaccinating a class of medical students I set out to 
ascertain how many could be vaccinated with a single 
tube. I had got as far as vaccinating nineteen when a tiny 
speck of blood was observed contaminating the lymph. 
The risk of transmitting viral hepatitis caused me to reject 
the remainder of the lymph, but I think there would have 
been no difficulty in bringing the number of vaccinations 
with that tube up to twenty-five. 


Multiple-pressure Vaccination 

In describing the multiple-pressure methods all the 
textbooks teach that the drop of lymph should be placed 
on the skin first, and the pressures of the needle made 
through it; but I experienced some difficulty in practis- 
ing this method without drawing blood at the same time. 

The viscosity of the lymph seems to protect the skin 
and thus calls for undue pressure of the needle, which 
therefore occasionally goes deeper into the skin than it 
should. To overcome this difficulty the following method 
was devised in which the necessary pressures are made 
before the lymph is applied: 

(1) The skin of the anterior surface of the forearm is prepared 
in the usual way, acetone being used for surface disinfection. 

(2) The operator next takes the capillary tube and breaks 
off each end in turn, using two sterilised pairs of forceps 
guarded with sterilised rubber tubing. The lymph is brought 
to one end in the manner described above, and the tube may 
then be handed to an assistant or laid aside for the moment. 

(3) The operator then grasps the posterior-aspect of the 
patient’s forearm with his left hand and puts the skin on the 
stretch. Next he taps the tightened skin very gently with a 
no. | straight Hagedorn needle. Soon the altered appearance 
of the skin indicates that the necessary breach in continuity 
has been made: the opaque silvery appearance is quite distinc- 
tive. 

(4) For the needle is substituted the capillary tube with the 
lymph shaken well down. The tube is tapped, again very 
gently, on the abraded surface, which is soon covered by a film 
of lymph whose thickness depends entirely on the number of 
taps. At this juncture the platinum spatula of an old vaccina- 
tion scarifier is used for pressing the lymph gently into the 
underlying cells of the cutis vera. 

(5) The lymph is allowed to dry before the patient’s sleeve 
is pulled down, and the operation may then be regarded as 
complete. Some operators prefer to apply a dressing; in this 
case the only precaution needed is to make sure that an anti- 
septic one is not used. 

It is, of course, assumed that strict asepsis is observed 
throughout the procedure. 


This method has been used in 255 adults, of whom 89 
were medical students, and 244 of the vaccinated persons 
were followed up. The after-effects differed in no appre- 
ciable way from those observed in the case of ordinary 
vaccination in the deltoid area. The ease of examination 
was an outstanding advantage, as was the ease of applying 
either stupes or penicillin cream in the few cases of 
primary vaccination in which the local reaction called for 
treatment. A further advantage was the facility with which 
the various stages of the lesion could be studied; this was 


‘much appreciated by the students. 


Vaccinia 

The result of inoculating cowpox into man depends 
almost entirely on the patient’s previous vaccination 
history. A person who has been vaccinated more than 
once previously nearly always develops an immune reac- 
tion (papule formation alone without any general reaction). 
An adult who was vaccinated only once in infancy may 
develop a typical primary vaccinia or an accelerated 
reaction, but usually little or no general reaction or only a 
fleeting one. In an adult who has never been vaccinated 
the picture is quite different; the cooperation of medical 
students in this inquiry has offered an opportunity of 
studying it closely. 

The conclusion that I am forced to is that vaccination 
should not be regarded lightly in such cases, and most 
certainly not the reaction which almost invariably develops 
after it. The peak effect, however, does not endure more 
than two or three days at the worst, and the patient should 
be warned that this will be experienced about the tenth 
or eleventh day, and that, no matter how bad he may feel, 
he will eventually recover. 

The notes made for me by my students indicate that 
there is a primary viremia, which may occur between the 
fourth and seventh days, but that the brunt of the attack 
(corresponding no doubt to a secondary viremia) falls 
between the tenth and the twelfth days. Usually the 
reaction is severe, being ushered in by malaise, shivering, 
nausea, and prostration. Pyrexia is an invariable accom- 
paniment; in 1 case it was 103°F, but it is usually about 
101°F. At this stage lymphangitis is prominent, lasting 
during the pyrexia and subsiding with it; forearm vaccina- 
tion afforded a very good opportunity of observing this. 
Myalgia and headache also were prominent. In addition 
to the zone of hyperemia immediately adjoining the 
nodal point, widespread erythema may affect the limb; 
in 1 case (the only one to cause apprehension) there was, 
in addition to the erythema, a bullous eruption involving 
the forearm and the upper arm. Pyrexia in this case was 
high—100°-103°F for four days—after which the condi- 
tion subsided, and recovery was uneventful. Axillary 
adenitis was observed in practically all the cases. Apart 
from the last-mentioned patient (who was confined to 
bed for a week) the longest period of rest in bed was three 
days. 

Of the 89 students the vaccination was primary in 20, 
of whom 16 presented the severe type of reaction. In 
none of the remaining 69 students was the reaction such 
as to require treatment in bed or to interfere with 
their ordinary activities except, perhaps, sport for a few 
days. 

Much the same can be said of 166 other persons 
vaccinated. Most of these came for vaccination because 
they were proceeding abroad. In addition I saw a very 
much larger number who had been vaccinated by their 
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family doctors and had to present themselves to me, as 
city medical officer, for authentication of their vaccination 
certificates. 

It seems inevitable that there will be a further dispersion 
of people to countries where smallpox is a risk or in which 
the health authorities require vaccination as a pre- 
requisite for entry. In view of the unpleasant reactions 
inseparable from primary vaccination in adults it must 
be regarded as a great folly to postpone this procedure in 
infancy. 
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Special Articles 


AUSTRALIAN SCHOOL OF 
MEDICAL RESEARCH 

IN 1946 the National University of Australia was 
founded as a national centre for research and research 
training. It was Australia’s constructive response to the 
complaints that many able scientists left the country to 
study and work at universities and institutions in Great 
Britain. This depletion was most sharply felt in the 
medical sciences, for at that time the only Australian 
medical research institute with an international reputa- 
tion was the comparatively small Walter and Eliza Hall 
Institute in Melbourne. As long ago as 1944 Sir Howard 
Florey, himself an Australian graduate, had suggested in 
a report to the Commonwealth Government that a 
national institute for advanced medical sciences should 
be set up. This project was accordingly included in the 
early plans of the new university, and until 1955 Sir 
Howard Florey was adviser to the council of the uni- 


versity in the establishment of the John Curtin School of 


Medical Research. Last March, at Canberra, in the 
presence of the Australian Prime Minister, Sir Howard 
formally opened the buildings which are to be the school’s 
permanent home. 


From its earliest days the school has thus had his support 
and counsel, and at its inception.it followed his wise suggestion 
not to let men wait on bricks and mortar and in 1948 appointed 
professors to establish the first departments though there were 
then no laboratories in Canberra. The departments were started 
in laboratory space lent by several institutions: biochemistry 
at the Commonwealth Serum Laboratories in Melbourne; 
medical chemistry at the Wellcome Research Institution in 
London; microbiology at the Walter and Eliza Hall Institute 
in Melbourne; experimental pathology in Sir Howard’s 
laboratories in Oxford; and physiology in the University of 
Otago in New Zealand. In 1951 temporary laboratories were 
built in Canberra, and these were occupied between 1952 


and 1957, when the departments moved to the present 
building. 
The school stands in 6', acres of ground within the 


university site, looking towards the Brindabella range. It 
is a brick building about 170,000 square feet in floor area. It is 
built in an H-shape, with four wings for laboratories (which 
are mainly on the upper two floors) and a central spine housing 
lecture theatre, seminar rooms, offices, tearooms, and library. 
The lower floors house many of the service departments: 
store, photography, media kitchens, mechanical plant, and so 
on. There are also two animal houses, each of some 7000 
square feet floor area, one for non-infected and the other for 
infected animals; an animal breeding establishment some four 
miles away; and a large light-engineering workshop. 

The laboratory wings have on the south side laboratories 
20 ft. deep and on the north side service rooms (hot rooms, 
cold rooms, &c.) and studies 14 ft. deep. The laboratory layout 
on each floor is adapted to the needs of the particular 
department, but within the departments it follows a standard 
plan. 

At present there are five departments. Prof. A. H. Ennor is 
head of the department of biochemistry, and also dean of the 
school. Dr. F. C. Courtice has just been appointed to the chair 
of experimental pathology. Prof. Adrien Albert is director of 
the department of medical chemistry, Prof. F. J. Fenner of 
the department of microbiology, and Sir John Eccles of the 
department of physiology. At present the total research staff 
is about 40 and there are some 20 PH.D. students, but the 
school is still growing. Several new departments will be 
started over the next few years to fill gaps in the present 
structure, and each department will be developed. 
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tary by Peripatetic Correspondents 


A Running Ci 


On Tuesday, at Westminster, the Royal Army Medical 
Corps celebrated its diamond jubilee with all the national 
splendour of an Abbey service. After the entry of Queen 
Elizabeth the Queen Mother, colonel-in-chief of the Corps, a 
fanfare echoed exquisitely in the roof, the National Anthem 
was sung, and the Dean bade us join in “ an act of thanks- 
giving, remembrance, and dedication ’’. But amid so much that 
was beautiful, nothing was more appropriate than the breath- 
taking sight of the great nave filled with men in battledress— 
recalling so directly the medical services in action and the 
armies they have served. As the Chaplain-General said in his 
sermon, the R.A.M.C, has no battle honours of its own, but 
has a share in the battle honours of every regiment. 


After seeing her off on the last bus, I went to collect my 
cycle from the cycle-park. There were still many cycles there 
and it took me a little time to find it. I reached out to pull it 
down from its rack, but there was an unfamiliar resistance—the 
back wheel was padlocked. At first I had grave doubts as to 
whether the cycle was really mine. I walked the length of the 
park looking searchjngly at each cycle, then back again—no, it 
was mine. I gazed at the cycle forlornly and at the strange 
chain that bound it. How had it got there ? How should I get 
it off ?—it was a stout chain and stouter lock. 

I gave it a smart tap with my shoe which I took off for this 
purpose. I looked guiltily around and replaced my shoe. 
Nobody would believe it was my cycle. I tried all the keys in 
my pocket although I knew they would not fit. Perhaps the 
law had put it on—the cycle wasn’t really fit to be on the road. 
If I ever freed it I vowed I would have new brake-blocks and 
tighten up the front wheel. Feeling increasingly guilty I took 
a safety pin from my lapel and fiddled with the lock; hastily 
changing tactics and pretending to be adjusting my cycle-clips 
as other callous riders easily gathered their cycles and rode off. 

It was dark and cold. I was far from home. I couldn’t 
possibly trundle it back holding up the back wheel the whole 
time. In despair I approached the next person who showed 
signs of retrieving a cycle. I explained my plight. It did not 
sound very true. I felt very guilty. I wondered if he would 
report me. A night in a prison cell seemed possible. He did 
not say anything; took the proffered pin; inserted it in the lock; 
and in a trice the cycle was freed. I thanked him profusely; 
took down my cycle feeling as if I had stolen the Crown 
Jewels; and rode off. The strange chain was in my pocket— 
I would have to get rid of it at the earliest moment. 

I laughed to myself. I wondered what the owner of the 
chain would think when he found his cycle safe but unshackled. 
I let myself in through my back door and opened the cycle shed 
—inside was my cycle. I remembered then. I had of course 
set out by bus. 

* 

My life-work is nearly at an end: I have all but completed 
my great Contribution to scientific thought and achievement. 
Only one thing is exercising me—the title. I wrote the title in 
my mind at least 17 different ways before the first word of the 
thesis ever hit paper, but indecision, like choreopsis, set in and 
I am as far from fixing it as ever. Must hurry up or someone 
else will publish first. The obvious thing is a clear straight- 
forward descriptive honest sort of title that tells at a glance 
just what it is all about, like “ A Textbook of Endolympho- 
logy’, except that it isn’t that, or “‘ Modern Trends in 
Cervical Prostheses ”’, but it isn’t that either. Applying this to 
mine would make it something like “Some Aspects of the 
Dihydrophyllobothrium Reaction in Anxiety-hysteria related 
to Lesions of the Caudate Nucleus in Ovariectomised Albino 
Rats when compared with Staffelhagen’s Procedure in Brazilian 
Long-tailed Monkeys”, which no subeditor would pass un- 
subedited. It’s a good title in its way, but admittedly it lacks 
punch, offers no positive incentive to the reader. 


Rooting myself in tradition I have looked over some of my 
great-grandfather’s books, but: “ On Afthma—being a Com- 
prehenfive Difquifition upon itf Caufe, Prevention, and Cure 
Ufing Diverfe Phyfic, Second to None in the Britifh Empire ” 
somehow doesn’t sound quite right, even if I did change the 
wording to suit my rats. Or I might go all Transatlantic and 
come out with a challenging title like “‘ Does Phyllobothrium 
Make Rats Anxious?’ or, even more challenging, just 
“ RATS!” Then there’s the possibility of something allegor- 
ical like ‘“‘ Rats through my Crystal Ball ’’, or I could borrow 
something from the classics like “‘ To Grunt and Sweat under a 
Weary Life ”, subtitled “‘ The Experimental Rat in Times of 
Trouble ”’. 

On the whole I think I had really better leave rats out of it; 
other people don’t like them as much as I do, and maybe a 
mention in the title might not make the impact on the general 
reader that it ought. It must be something attractive, to make 
people sit up and get half-way through before they realise how 
shatteringly dull it all is. Then my name will be indelibly 
printed on their minds as that bloke who did the unusual work 
on anxiety. How about “A New Approach to Anxiety ”’ ? 
Better, but people shy off these psychiatric-sounding words. 
I ought to stay organic: perhaps a snappy combination would 
be the thing, like ‘“‘ The Relation of Lesions of the Caudate 
Nucleus to Anxiety ’’, which sounds much more as if I’ve got 
to the root of something. ‘“‘ The Caudate Nucleus and 
Anxiety’ ? ? Oh! I don’t know: maybe “ Rats!’’ was best 
after all. 


The politicians seem quite unworried about my grand- 
children. As Woomera, Cape Canaveral, and (until recently) 
somewhere in the tundra have been assaulting their genes, 
I have a clear responsibility to counter with firm defensive 
steps. In my favour is the fact that their mother is now, 
rather proudly, 4. My least responsibility is to try to offer her 
children correct closure of their cardiac foramina and ductuses, 
and early spring seemed a convenient time to channel the 
german measles virus our way. 

The bush-telegraph duly reported Victoria on the first day 
of her rash. My wife regarded this as a strictly clinical 
occasion, calling for the proper case-management of this 
obverse preventive medicine. Other families clearly thought 
the responsibility lay elsewhere. Victoria, surrounded by 
attendant mothers with an improbable number of daughters, 
sat nauseated but happy, accepting ever more chocolate which 
seemed to be the correct, the conventional, or, perhaps, merely 
the ritual offering. There was a chorus of “‘ Now, kiss poor 
little Vicky with her spots.” 

It wasn’t my fault that nothing happened, nor am I in any 
way to blame that a chance contact a couple of weeks later 
produced real measles. Perhaps medical training has unsuited 
me for causing disease. 


PERIPATETIC PRACTICE 


I went to see my doctor 
(There were three partners more) 

But I forgot that it was not 
His one weekend in four. 

I rang up a physician 
But found he was away 

At some immense world conference, 
Somewhere in U.S.A. 

I rang up a chirurgeon 
Reply came “ Not at home, 

Some day this week he’s due to speak 
At Brussels or in Rome.” 

The thought comes to my brain 
When next I have my pain 

All on my own I’ll telephone 
Health-Castle One, in Spain. 
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THE RUSSIAN VACCINE 

S1r,—The letter by Dr. Liversedge in your issue of 
June 7 draws attention to the very troublesome situation 
which has developed following the publicity which has 
recently been given in the Press and in Parliament to the 
Russian vaccine. 

Like him we have had a large number of requests from 
despairing patients and their relatives for treatment with 
this vaccife and it has been difficult to make them under- 
stand just how speculative this treatment is and how 
unlikely are the chances of cure. Even if disseminated 
(multiple) sclerosis is regarded as a virus disease it would 
be unique if injection of its killed virus brought about a 
cure once the disease was established. 

Two years ago, by the courtesy of Professor Sarkisov of 
Moscow, we received a quantity of this vaccine and since then 
we have used it in the treatment of 14 patients who had dis- 
seminated sclerosis (11 in the Western Infirmary and 3 in 
private). In all patients a full clinical history was taken and a 
careful assessment made of the nervous damage. Before 
treatment was started a full explanation was given to every 
patient and his or her relatives of its experimental nature and 
our doubts of its efficacy. In accord with the instructions 
provided, an intradermal test using 0-2 ml. vaccine was done, 
as those showing a marked reaction should have intradermal 
vaccination and negative reactors should have larger dosage 
subcutaneously. Of our patients only 4 showed marked local 
reactions ; 2 of these were early acute cases and 2 were of several 
years’ duration. Because of the limited amount of vaccine at 
our disposal, and our very tenuous information as to its com- 
position and toxicity, it was decided to treat all the patients of 
this first series intradermally. 

Of our total of 14 cases, 1 has since died of intercurrent 
urinary infection, and 3 are now bed-ridden. 4 patients state 
that the treatment has had no effect on their illness and 6 
claim to be improved. A careful examination of these six 
patients shows no objective evidence of improvement of the 
nervous damage. Of these 6 patients only 1 had a marked 
primary local reaction to the vaccine, and they included both 
early and late types of the disease. In another case—a young 
girl with acute disease and a strongly positive skin reaction— 
evidence of spreading damage to the nervous system was obvi- 
ous during and after treatment. 

We think, like Dr. Lhermitte of the Saltpetriére, that 
these results could hardly be regarded as encouraging. 

The recent statement by Professor Dick that injection 
of the virus into animals was followed by the appearance 
of Negri bodies in the brain is certainly disquieting. At 
least we can say that so far we have not encountered any 
definite deleterious effect. 

In a disease like disseminated sclerosis in which spon- 
taneous remissions and exacerbations are the rule, and in 
which there is very often a large functional overlay, it is 
very difficult to assess the value of any form of treatment 
unless it is applied to a number of cases over a long time. 
If this vaccine has curative properties we feel that out of 
our 14 patients we should have had at least 1 or 2 definite 
successes in the two-year trial period. 

The criticism may be advanced that our results in some 
cases would have been different if we had used larger 
doses subcutaneously. We can only say that we observed 
no variation in results between those who had a marked 
local reaction to begin with and those who did not react 
at all. 

When any new form of treatment for disseminated 
sclerosis is suggested in the medical or lay Press it is 
understandable that many hopeless sufferers will immedi- 


ately feel that they must try it. We are familiar with 
many of these unfortunate essays in the past—the organic 
arsenicals, protein shock, globoid bodies, liver extracts, 
and latterly the copper salts. To prevent sad disappoint- 
ment and possible exploitation we feel that either this 
vaccine should be rejected as valueless and possibly 
dangerous or that some organised and well-controlled 
trial of it should be made before it is distributed. Our 
own observations are being continued. 
J. A. W. McCLuskiE 


The Western Infirmary, GERALD C. TIMBURY 


Glasgow. 


BLUNDERBUSS WOUND OF THE ABDOMEN 

Sir,—Gunshot injuries of the abdomen are still rare 
enough in central London to excite interest. The case 
here reported—an injury by a blunderbuss—is probably 
unique during the past hundred years, and research by 
the firearms department of New Scotland Yard has failed 
to discover any parallel instance. This report is made 
because of the unusual circumstances of the infliction of 
the injury rather than because it has any particular or 
important contribution to make to the surgery of trauma. 

A man, aged 58, was admitted to the Middlesex Hospital 
on June 30, 1949, in emergency, with a penetrating gunshot 
wound of the abdomen. Since he was shocked and bleeding 
steadily from a 1 in. puncture wound at McBurney’s point, he 
was transferred immediately to the operating-theatre where 
resuscitation was started. No exit wound was found, and a 
plain radiograph showed a ball lodged on the surface of the 
ilium (see figure). Since rapid transfusion did not produce 


Shot from blunderbuss. 


correspondingly rapid clinical improvement, operation was 
performed on the assumption that he was bleeding from 
mesenteric vessels. Through an oblique incision, excising the 
wound, a large laceration of the mesentery was dealt with. The 
terminal ileum had been breached in two places and the ball was 
located by the finger of Mr. L. Atkinson, who was assisting ; 
the ball was embedded in the iliacus muscle immediately 
lateral to the right ureter, which was undamaged. The ball 
was removed and the gut repaired. No efforts were made to 
search for the accompanying debris, save what could easily be 
seen or felt. Two large drains were inserted through separate 
incisions and the wound was closed. The patient received the 
standard “ battle ”’ postoperative treatment of those days— 
i.e., suction and intravenous therapy, anti-tetanus serum, anti- 
gas-gangrene serum, soluble sulphonamides, and penicillin. 
There was no obvious gross infection, and he had two spon- 
taneous bowel actions on the fifth day. Two years later, in 
1951, he needed repair of a small incisional hernia through one 
of the drainage openings. Following this he was free of the 
symptoms of wind and distension which he had had since his 
injury. He remains well. 

The story of the wound is this. 

An eminent consulting surgeon, having attained his well- 
earned retirement, was moving from his house in the Harley- 
Street area. Having no further use for an old gun which had 
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adorned his wall he presented it to his manservant, who, 
delighted by this evidence of his master’s regard, bore it down 
to his basement workshop to furbish it up. It was a brass- 
finished, bell-mouthed blunderbuss of percussion-cap type, 
and since the touch-hole did not yield to simple probing, the 
patient decided to burn out the occluding debris with a blow- 
lamp. He did this in his vice and then laid the gun down with 
the barrel pointing towards him and the butt pointing away 
from him further to clean out the bore. At this point, to his 
surprise, it went off. The ball was 1'), in. in diameter and was 
composed of multiple small segments of rusty iron, resembling 
chopped-up nails fused together by lead. 

The former owner of the gun later made an interesting 
point. It had previously hung in the house of his mother 
in Ireland and had never, to the knowledge of anyone in 
the family, been used or touched. It is probable, therefore, 
that the loading dates back up to a hundred years, since 
balls of this type were not readily obtainable even in the 
more recent “‘ troubles ”. This long lapse of time between 
loading and discharge is, though not unrecorded, unusual, 
and would seem to raise a point of what, for want of a 
better term, may be called preventive surgery. Despite 
the efforts of our export trade there may yet be a few 
antiques remaining in this country and some weapons 
among them. It would seem prudent for an owner of such 
heirlooms gingerly to insert a ramrod down the muzzle 
and to compare the internal with the external length of 
the barrel to the touch-hole or flash-pan. If a discrepancy 
exists it might be wise to seek the advice of a gunsmith. 
On no account should a “ do-it-yourself”? attempt be 
made to withdraw the charge. 

London, N.W.1. J. H. Lees FerGuson. 


HAMORRHAGIC DIATHESIS AND OVARIAN 
DEFICIENCY 

Str,—The problem of hemorrhagic diathesis in asso- 
ciation with ovarian dysfunction, rather than deficiency, 
has interested me keenly for some time, and this interest 
was lately enhanced by Dr. Wells’ article in your issue of 
April 26. However, before accepting the proposition that 
the case he describes is a hemorrhagic diathesis due to 
ovarian dysfunction, or that more nebulous condition 
“hormonal imbalance ”’, I think several points must be 
decided. 

First, the “ atrophic” ovary never reached the pathologist 
for microscopical inspection; ovaries are notoriously difficult 
to assess from a functional point of view at laparotomy, and 
section is the only way to ascertain whether or not there is any 
activity of the follicles. Even this can give only limited know- 
ledge and until serum-hormone assays can be done routinely it 
will be extremely difficult to accept naked-eye reports of func- 
tional activity. Furthermore, one ovary may not be as good as 
two, but many women manage normal function on a single 
ovary; I do not think the absence of the patient’s right ovary 
should lead Dr. Wells to assume any degree of hypofunction in 
the contralateral organ. 

My second point is somewhat similar—namely, that neither 
anatomy, histology, nor cytology give much indication of abso- 
lute function. My own experience of these cases, from a labora- 
tory point of view, is that although the platelets show normal 
morphology they are not functionally fully active, and this is 
borne out by the work of P. de Nicola et al. (personal com- 
munication), They showed that during the normal menstrual 
cycle there is a marked fall of platelet activity just before, 
during, and immediately after menstruation; my own findings 
were that in menorrhagia some women maintain this state of 
depressed platelet function for as long as the bleeding may last, 
and at times for considerably longer. All sorts of vicarious 
menstruation may also be met with during this period of platelet 
dysfunction. This can easily be assessed by serial thrombo- 
plastin-generation tests, using a standard count of one million 


platelets per 0-1 ml. in the test and comparing it with a similar 
number of control (normal) platelets. Dr. Wells does not make 
any mention of platelet activity, which, to me, appears to be a 
major omission. He also states that the patient’s plasma was 
mixed with varying proportions of normal plasma and no 
coagulation defect found: if, as one assumes, the patient’s 
plasma was platelet-free or platelet-poor, this is not a surprising 
finding. It is a pity, therefore, that no evaluation of platelet 
function, per se, was attempted. 

Thirdly, the difficulty of controls: if women with and some- 
times without menorrhagia are subjected to Hess’s test, a fair 
proportion will be found to be positive. This is the difficult 
point for interpretation; Stefanini and Dameshek ' state that 
cestrogen increases capillary fragility and permeability; 
Salvatore * found that the capillary fragility was increased 
during normal menstruation, at which time there is an alleged 
withdrawal of the ovarian hormones. Nevertheless, there are 
well-authenticated cases of purpura simplex occurring at the 
time of menstruation. The permeability of the capillaries, both 
endometrial and general, is no doubt influenced to a great 
extent by various hormones; and Dr. Wells has given us another 
example of this by showing that the capillary permeability can, 
in some or occasional cases, be controlled by judicious hormone 
therapy. This is, in my opinion, the main value of his article 
on this vexed but fascinating subject. 

East Fremantle, 

West Australia. 


THE DANGEROUS WATER-STERILISER 

Str,—May I enlarge upon the noteworthy summary 
given by Dr. Behr (June 14) of the dangerous defects he 
has observed in tank forms of water saline autoclaves in 
connection with outbreaks of theatre infections ? 

A large proportion of these tanks at present installed in the 
surgical theatres of this country are not in fact,sterilisers but 
merely steam-coil boilers (disinfectors) working at less than 
100°C; in addition these boilers possess no safeguard against 
recontamination by any one of several routes. 

Three different makes of water saline tank-form autoclaves 
were examined recently; apart from automatic control, they 
incorporated all modern developments in design including 
(a) automatic cleaning and sterilisation of the air filter and the 
water, level gauge glass during each sterilisation run; (b) means 
to prevent recontamination of the tank contents from a leaking 
filler valve; and (c) attachments for sterilisation of the outlet 
faucet whenever required. 

Each autoclave was designed for mains steam only and 
was operated by means of hand stop valves; cooling coils 
were fitted to the “ hot” as well as to the “cold” tanks. 
The minimum number of stop valves to be manipulated during 
routine operation was 6 (12 for each pair) but, in addition, 
there were at least 4 further stop valves (8 per pair) to be mani- 
pulated when necessary. Though these sterilisers were of the 
most highly developed hand-operated designs—and costly in 
consequence—their operation was found to be too complicated 
and time-consuming for use in busy modern theatre suites. 
Further the continued sterility of the contents could not be 
assured since no stop valve remains bacteria proof and continual 
re-sterilisation of the outlet faucet proved impracticable; even 
the incorporation of automatic control would not have circum- 
vented the latter difficulty. This confirms Dr. Behr’s con- 
clusion that “ only a bottled supply of autoclaved water can be 
guaranteed to be sterile ”’. 

For this reason and influenced no doubt by the findings of 
Walter * and Perkins,* tank forms of autoclave are being 
replaced in both the New World and on the Continent by a 
system evolved for the supply of all theatre sterile fluids in 
bottled form. The plastic pouring lip of each glass bottle is 
maintained in a sterile state by means of an easily removable 
cap. A suitable stock of fluids is maintained in the theatre itself 


A. K. FRAZER. 


1, Stefanini, M., Dameshek, W. The Hemorrhagic Disorders. New York, 
1955. 


. Salvatore, C. A. Surg. Gynec. Obstet. 1952, 95, 13. 
. Walter, C. W. The Aseptic Treatment of Wounds. New York. 1948. 
. Perkins, J. J. Principles and Methods of Sterilisation, Oxford, 1956. 
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and bottles for immediate use are stored in warming cupboards 
automatically maintained at requisite temperatures—e.g., 82 C 
for hot packs. 

I feel sure that in his introductory paragraph Dr. Behr does 


not intend to lend countenance in any way to the use of 


inefficient dressing sterilisers—e.g., those with inadequate air 
filters through which, after sterilisation, the load may be recon- 
taminated not only by pathogenic spore-bearing species but 
also by coccal organisms.° 


Royal Infirmary, 


Edinburgh. H. Bowl. 


THE ROLE OF VITAMIN B,, IN CARBOHYDRATE 
METABOLISM 

S1r,—Since the discovery of cyanocobalamin (vitamin 
B,,) in 1948, and its crystallisation, it has been found to 
have not only anti-anemic but also neurogenic and 
metabolic functions. 

We now suggest that vitamin B,, is concerned in carbo- 
hydrate metabolism, probably through the synthesis of 
glutathione, which was found in reduced amounts in the 


patients, where there is disturbance in this metabolism. 
The following experiments were carried out in 28 patients 
admitted to the department of medicine. 

Insulin sensitivity.—Insulin sensitivity was tested, then 
1000 ug. of B,, was given daily for two days and the test 
repeated. Of 20 subjects, 15 became more sensitive to 
insulin than before receiving B,, with a drop of between 
30 and 150 mg. of glucose per 100 ml. (fig. 1). 

Intravenous glucose-tolerance curve.—This test was done 
with and without the addition of 1000 ug. of B,, intra- 
venously, in an attempt to find out whether any possible 
action of it is through the liver directly. The curve became 
flatter in 4 out of 5 cases (fig. 2). 

Hyperglycemia.—The effect was observed of vitamin 
B,, on the glucose-tolerance curve and insulin sensitivity 
in 5 diabetic patients and 3 normal people made hyper- 
glycemic by prednisone. The glucose-tolerance curves 
became more normal on B,,, and the subjects became 
more sensitive to insulin—i.e., the hyperglycemia induced 
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hydrate metabolism as 
it enters into the ade- 
nosine phosphates (mono, di, and tri) which enter into the 
process of breaking down glucose to pyruvic acid through 
many steps. Ribose also enters into the formation of 
coenzymes I and 11, which are essential for further break- 
down of pyruvic acid to CO, and water.* Further evidence 
of the relation of vitamin B,, to carbohydrate metabolism 
lies in the fact that it abolishes the hyperglycemia induced 
in rats by cortisone or large amounts of glucose.* 

In the light of this and of the current trials of vitamin 
B,, in the treatment of diabetic neuropathy, it has occurred 
to us to study the role of this vitamin in carbohydrate 
metabolism, both in normal people and in diabetic 

5. Howie, J. W., Timbury, M. C. Lancet, 1956, ii, 669. 

6. Ling, C. T., Chow, B. T. 7. biol. Chem. 1952, 198, 439. 

7. Ling, T., Chow, B. T. ibid. 1953, 202, 445. 

8. Wright, S. Applied Physiology, pp. 844-853, 913. London, 1952. 

9. Binkley, F., Christensen, G. M. 3. biol. Chem. 1951, 192, 575. 


Fig. 1—Insulin-sensitivity test. 
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vation of the hexokinase system, B,, may be synergistic with 
insulin in this step. 

2. Vitamin B,, may favour transformation of glucose to 
glycogen, in a way which may or may not be similar to that of 
insulin, as suggested by improvement in the intravenous 
glucose-tolerance curves. 

3. Vitamin B,, may have an insulin-like action, because it 
abolishes hyperglycaemia induced in rats by administration of 
large amounts of glucose (which exhausts the islets of Langer- 
hans).* 

4. Vitamin B,, may antagonise some of the metabolic effects 
of corticosteroids on carbohydrate metabolism,'’'' for it re- 
duced the hyperglycamia induced or aggravated by prednisone 
in man and improved both the glucose-tolerance curves and 
insulin-sensitivity test. 

A. E, DARWISH 
M. EssAM FIkry. 


Department of Medicine, 
Alexandria University. 


SAFETY IN PROSTATECTOMY 

S1r,—I was disappointed to find no reference to the 
late Wilson Hey in your leader of May 3. 

He first adopted immediate operation for all cases in 1940 
and worked on the idea until his publications of 1945 and 1946 
(British Journal of Surgery and British Medical Journal), 
in which he coldurfully disposed of all catheters and 
preliminary drainage. These papers caused immense interest, 
and Professor Wells was outstanding in adopting the heresy, 
although I notice here he mellows the message and gives these 
words to another: “‘ more patients die by the catheter than by 
prostatectomy’. Wilson Hey would never have said that: 
“every patient’, he would have said, “‘ dies by the catheter, 
and none by my prostatectomy ”’. 

If he had been right, and if preliminary drainage was deadly, 
his “‘ immediate operation’ would have been a remarkably 
brilliant introduction, but adopting the method without 
reservation at Ancoats Hospital I found that in a series of over 
300 cases the retained patient beyond seventy years of age 
carried a heavy risk with urgent operation, overwhelmingly 
heavy in comparison with his coevals without retention, and 
his juniors with or without retention: practically all the 
mortality was crammed into this one group. 

It seems to me, therefore, that McEachern’s reaction to 
preliminary drainage is necessary only for this older 
patient with retention, and I would be sorry to see a 
complete surrender of Hey’s doctrine and its attractve 
simplification of method. 


Manchester. OLIVER JELLY. 


DEATH OF A BOXER 

S1r,—In Dr. Lyburn’s long and distinguished career 
in the ring I am surprised that he cannot recall cases of 
cerebral injury. 

In hospital outpatients, as a student, I saw a case of subdural 
hemorrhage in a professional boxer, and was told later that 
he had died. Our school instructor’s son neglected a medical 
warning to give up his professional career and became blind. 
Among ringside habitués Dr. Lyburn must have met the odd 
punch-drunk, a victim of repeated minor trauma. 

In the amateur world damage is not likely to be as serious, 
a rough calculation shows that in five years at school and 
hospital I must personally have had between one and two 
hundred blows hard enough to stun momentarily without 
dropping, in addition to not a few heartier ones, without 
the production of any gross dementia now. Looking back, 
perhaps I should have had my head examined! 

There was the occasional man hazy for a while after a bout. 
I remember two amateur light-heavies carried from the ring 
with concussion of longer duration than the ten second knock- 
10, McArthur, J. W., Gautier, E., Swallow, K. A., Godley, A., MacLachlen, 

E. A., Terry, M. L., Hume, D., Crepeaux, G., Sinione, F. A., Keitel, H. 


chn. Invest. 1954, 33, 437. 
11, Wartham, J. T., Headstream, J. W. Diabetes, 1954, 3, 367. 


out. In both confusion and amnesia lasted for days. Similar 
injuries, of course, occurred in team games, but in a smaller 
proportion of participants. 

It is the possibility of insidious blunting of the 
intellect which is the danger, but of which there is no 
present evidence (except in the punch-drunk). If there 
are intelligence tests delicate enough to detect any 
deterioration, perhaps the testing of a series of boxers at 
the beginning and end of their careers would produce the 
evidence, for or against, required by Dr. Byrom. 

Ilford, Essex. R. N. COMPTON SMITH. 


STAPHYLOCOCCAL INFECTIONS IN HOSPITAL 

S1r,—In your leader of May 17 you wisely draw atten- 
tion to the high incidence of staphylococcal infection and 
the danger of cross-infection in hospital practice. 

All conscientious clinicians are greatly concerned 
about this problem but we would wish to disassociate 
ourselves completely from your suggested remedy—the 
appointment of a hospital infection officer. The British 
medical profession has been nationalised but there is no 
reason why we should follow the Civil Service procedure 
of creating new posts in order to share out responsibilities 
which are, or should be, already adequately covered. 
Nor do we require to follow the fashion of today, medical 
and otherwise, of looking westwards across the Atlantic 
before we make our own plans. 

It would be pertinent to inquire who would be appointed 
to the post: you suggest a man senior in years and of con- 
sultant status. Is he to be a Clinician, a bacteriologist, an 
epidemiologist, or a rare hybrid with unusual experience in all 
three? Do you suggest that this infection officer should 
conduct an inspection of the hands and nails of the hospital 
staff like a major-domo examining kitchen boys, or would 
you wish him to advise consultants on the proper management 
of their medical and nursing staffs ? The consultant in charge 
should not need to be told what is happening in his unit, he 
should know for himself when and where infection exists. 
Nurses with boils on the nose do not remain on duty because 
the medical staff do not appreciate the danger, but because of 
the gross shortage of nurses. 

The prevention, investigation, and control of infection in 
any part of a hospital is surely the direct responsibility of the 
clinician in charge of that section, working in cooperation with 
the bacteriologist, whose duty it is to keep a watchful eye on 
all forms of cross-infection, and constantly to exercise his 
detective qualities in tracing any source or possible source of 
danger. The introduction of a third party in the person of a 
“hospital infection officer”’, can only create a barrier between 
clinicians and the hospital bacteriologist and prevent that 
close collaboration which is essential. 

Hospital medical staffs are fully aware of the dreadful state 
of affairs which permits the washing of bedpans in patients’ 
baths, the prolonged use of contaminated curtains, inadequate 
washing and toilet facilities, and out-of-date theatre equipment. 
These problems should be tackled by the administration acting 
on the advice of the medical staff, which should be fully 
represented on the hospital house committee. 

The efficiency and safety of hospital sterilising procedures is 
the day-to-day concern of the bacteriologist who should have 
access to wards, sterilisers, operating-rooms, toilets, laundries, 
&c. If this does not provide the whole answer, and if the 
higher flights of ecology, pathogenesis, immune relationships, 
and variability of staphylococci are the important matters, then 
surely these are also the concern of the hospital bacteriologist 
who is perfectly competent to deal with them. 

The present dangers of staphylococcal and other 
infections constitute a challenge which must be met by the 
clinicians in direct charge of their patients. We most 
emphatically believe that the appointment of a hospital 
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infection officer would achieve nothing, would add 
confusion to a difficult problem, and would constitute 
another memorial to the ancient cult of “ passing the 
buck”’. 

JOHN HUTCHISON 


Stobhill General Hospital, JoHN S. STEVENSON 


Glasgow, N.1. 
UNUSUAL URINE PROTEIN IN MYELOMATOSIS 
S1r,—Cummings ' reported three bands in the gamma- 
globulin region of urine proteins in a case of myeloma- 
tosis. We have observed two bands in this region in case 2 
(see accompanying figure), although myelomatosis gener- 
Line of Origin 


CASE 1 

(a) 

(6) 
CASE 2 

(a) 

ase 


Serum and urine proteins in 2 cases of myelomatosis: a, serum; 
6, urine. 


ally gives serum- and urine-protein patterns as in case 1. 
The smears from the sternal bone-marrow in case 2 
showed numerous plasma cells and “ grape cells’, as 
described by Stich et al.” 

Biochemistry Department, 


Madras Medical College, 
Madras, India 


NINAN VERGHESE. 
REVERSAL OF SUXAMETHONIUM PARALYSIS 
WITH NEOSTIGMINE 
Str,—In 1952 I reported * a case of reversal of suxa- 
methonium-chloride paralysis with neostigmine. Since 
then I have not had a case of prolonged apnoea until last 
month, when I anzsthetised two sisters, aged 9 years and 

7 years, for tonsillectomy. 

Both children received premedication of ‘Omnopon’ and 
scopolamine appropriate for their weight; both were induced 
with hexobarbitone and suxamethonium bromide, and main- 
tained on N,O and O,. The younger child at the end of her 
tonsillectomy, unlike her sister, was not breathing spon- 
taneously. 

During the next half-hour she was given nalorphihe, 
nikethamide, and methyl phenidate (‘ Ritalin’), with no 
response. By this time it was established in my mind that the 
apnoea was due to the suxamethonium bromide solely, so I gave 
her gr. ' ,9 Of atropine followed by 2:5 mg. neostigmine with 
almost immediate return of respirations, and no relapse. 

The relaxant was sent to the manufacturers who reported 
that it was normal in strength and quality. Specimens of serum 


Cummings, A. L. Lancet, 1957, i, 598. 

Stich, M. H., Swiller, A. L., Morrison, M. 
25, 601 

3. Lancet, 1952, ii, 341. ° 


Amer. J. clin. Path. 1955, 


toe 


from both girls were also taken but unfortunately the person to 
whom they were entrusted for analysis died suddenly and they 
cannot be traced. 

Dr. Bullough reports * a similar case in which he used 
edrophonium before neostigmine, which makes me think 
that the risk of prolonging the apnaa by the use of anti- 
cholinesterases is not so great as is generally believed; 
in fact, as Dr. Bullough suggests, if the action of suxa- 
methonium is prolonged neostigmine will do nothing 
but good. 


Lethbridge, 
Alberta. 


J. SHEGOG RUDDELL. 
NOT SO MUTE 
S1r,—With reference to your note of March 29 (p. 700), 
we cannot resist the temptation to point out that American 
proctologists have not been quite so mute as you believe. 
They have three outlets already: 


American Proctological Association, St. 


1) Transactions of the 


Louis. (1889- 
2) Proctology (and Allied Subjects), Chicago. (1936- 
3) American Journal of Proctology (International Academy of 


Proctology 1950- 

And now there is a fourth. Librarians have long wished 
that the unnecessary proliferation of medical journals 
would cease. 

M. DoreEN E. FRASER 


University of British Columbia, 
Biomedical! Librarian. 


Vancouver. 


PORTABLE CONTAINER FOR AMPOULES 
OF VARIOUS SIZES 
S1r,—The ampoule container in the accompanying illus- 
tration was designed primarily forthe anesthetist. Itenables 
him to have ampoules of various drugs immediately acces- 
sible, and has the advantage that when ampoules have been 
used the empty space is apparent; the drug used can be 
replaced, so that the necessary drugs are always available. 
The container, which is made of pressed steel, is about 12 in. 
long, 4 in. wide, and 4 in. in depth. It can be opened at either side, 


Contai for poul 


ensuring that the ampoules are easy to remove. It holds twelve 
2 ml. ampoules, eighteen of 1 ml., and two each of 4 ml., 10 ml., 
and 20 ml.—a total of 36 ampoules. 

The case is made by Luckham Ltd., 591/3, Kingston Road, 
London, $.W.20. I am indebted to the photographic department 
of the Institute of Orthopedics, 234, Great Portland Street, for the 
illustration. 

London, W.1. G. K. T. ROCHE. 


4. ibid. 1957, ii, 804. 
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PHYSICAL CHANGES IN THE PROLAPSED DISC 
S1r,—You were good enough to publish an annotation 
(June 7) on the difficulties of understanding disc disorders. 
I wonder if you could not have another on the difficulties 
of understanding Mr. Charnley’s hypothesis (June 14). 

My first objection is to his calling it simple, and my second 
that it introduces a series of unnecessary postulates. Doubtless 

I paraphrase his words) he could state that the slow physico- 
chemical changes of normal senescence are symptomless and 
the elderly person is much more prone to an attack of incom- 
prehension than those of middle age. Nevertheless may I 
suggest a simple scheme which does not require a biochemist 
or a biophysicist to reassure the practitioner, so that he can 
reassure the patient by explanation of his symptoms: (1) discs 
wear out; (2) discs are liable to injury; (3) injured or aegenerate 
discs are more liable to injury 

Lumbago is a painful muscle spasm which protects a 
damaged disc from excessive pressure, and prevents further 
injury or displacement of tissue. It is proportional in severity 
or duration to the degree of disc inefficiency. 

1) Minor disc injury= mild lumbago, cured by fibrous tissue 
repair. (2) Major disc injury or degeneration = acute lumbago, often 
accompanied by «edema around the disc and subjective disturbance 
of nerve-root function, repairing slowly, and leaving occasional 
nerve-root adhesions. (3) Acute prolapse of degenerate disc material 
due to movement, or of normal material due to severe trauma, 
produces the fulminatingly acute syndrome of the prolapsed inter- 
vertebral disc. 

Need we assume that it is mecessary to have a raised 
internal tension in the disc, due to water absorption by 
mucoprotein, which to fit the theory must be undegenerate, 
when we have the weight of the body and the force of 
injury as adequate substitutes ? And-why must the poor 
disc be made to go through “the physical changes of 
senescence in a matter of days or weeks ” to explain acute 
lumbago ? Changes in osmotic pressure may play a part 
in disc physiology, but need we invoke them to explain 
disc protrusion and lumbago? In short, if this is Mr. 
Charnley’s creed I remain apostate. 

J. G. 


THE TOURNIQUET 

Srr,—Your leader on the tourniquet (May 31) is 
timely and interesting but has, I think, at least one serious 
omission. There is no reference to the dangers of the 
tourniquet in the surgery of severe trauma to the limbs. 
Where deep lacerations have produced flaps or portions 
of tissue of doubtful viability the use of the tourniquet 
may make all the difference between saving a useful portion 
of the limb or losing it. The use of the tourniquet in such 
cases to make primary repair somewhat easier seems 
indefensible, whether the time of application is short or 
long. 

A further point concerns the debridement in this type of case. 
One has seen surgeons attempting debridement with the 
tourniquet applied. Under these conditions it is clearly im- 
possible to assess the blood-supply and therefore viability of 
the various injured parts. Also there is no visible pulsation of 
the arteries in or near the wound and these can easily be cut in 
error. 

The successive turns of the rubber-bandage type of tourni- 
quet are often applied by someone other than the surgeon and 
can exert a tremendous compression of the limb. This must 
add considerably to the number of painful stimuli transmitted 
to the brain and even under anasthesia must aggravate shock. 

You state that only a pneumatic cuff should be used om the 
upper limb, but is it not time that a pneumatic cuff large enough 
for the thigh were introduced and the rubber bandage with all 
its dangers prohibited ? 

There should also be a bell, with the impact of a fire alarm, 
to sound when the tourniquet has been on for 45 minutes. 


London, W.1. 


Naturally no surgeon keeps on the tourniquet for longer 
than the minimum time he requires, and the operations 
carried out are designed to reduce the risks of infection. 
Nevertheless it seems only logical to support Professor 
Pannett’s contention that where the blood-supply to a 
limb is stopped for a time the risks of infection are 
increased. 

One condition comes to mind where the use of the 
tourniquet is almost indispensable—a search for a small 
foreign body in the hand. 


West Hill Hospital, 


Dartford, Kent. P. DRANSFIELD. 


OVERSEAS MEDICAL SERVICE 

S1r,—As a layman I write with some diffidence on a 
topic that has been discussed previously ' in your journal 
by some distinguished medical correspondents. However, 
I have recently enjoyed two years in the Middle East as 
secretary of a Government medical department. The 
Government concerned was fortunate in having been able, 
over the years, to obtain the services of a number of good 
British doctors, who have done very fine work for the 
people of the country concerned and who have proved 
themselves to be “‘ medical ambassadors ”’ of the best type. 

Whether this high standard of medical service will continue 
indefinitely is another question. During my two years, there 
were not many applicants for any of the various medical 
appointments advertised through the British medical press. 
This may have been partly due to the turbulent political con- 
ditions in the Middle East, but the biggest difficulty un- 
doubtedly seems to be that, under the present National Health 
Service system, many good doctors are reluctant to accept 
posts abroad because of the great difficulties of getting back 
“into the swim” again should they wish to resume work in 
this country. It seems almost equally evident that a system of 
secondment, as outlined in your columns by Mr. Seddon and 
other correspondents in 1956, would do much to obviate these 
difficulties. It would also do much to help provide the under- 
developed countries with the improved health services which 
they so desperately need, and at the same time provide British 
doctors with better opportunities for periods of service abroad 
—service which, to judge from some of those who have been 
abroad, is extremely interesting, enjoyable, and worthwhile. 

In writing this letter, I do not pretend to be able to add 
anything to the suggestions made in 1956. However, I am not 
aware that much progress has been made in this field since then. 
Meanwhile, it is probably fair to say that the situation over- 
seas with regard to this problem certainly does not seem to be 
improving, and there is greater need than ever for the “‘ medical 
ambassadors ” to whom Mr. Roaf referred. It seems also to be 
the case that there may still be “ a surplus of good men in the 
United Kingdom ” as Mr. Seddon mentioned in 1956. 

Perhaps the matter could be considered to fall within 
the terms of reference of the working party recently 
appointed by the Government to review the problems of 
medical staffing and manpower. 


London, S.W.5. M. C. HARDIE. 


S1r,—The Commonwealth is the Phoenix struggling 
from the ashes of the Empire. May I suggest that from 
the ashes of our Colonial Medical Service we build a 
Commonwealth Medical Service directly responsible for 
its own administration and control to some body repre- 
senting the countries of the Commonwealth. Were the 
service well run and afforded proper status it should 
attract captble and experienced men and women. 

Such a service could be financed by all in the Common- 
wealth, with the wealthier countries bearing propor- 


1. Seddon, H. J., Lancet, 1956, i, 46. Roaf, R., ibid. p. 101. Nassau, E., 
thid. p. 205. Annotation, ibid. 1956, ii, 28. 
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tionately greater costs. Conversely the less-advanced 
countries would receive most of the services; this would 
surely be a material and worth-while contribution by the 
wealthier countries to the less favoured. The wealthier 
countries’ gain would be in the greater experience and the 
wider and more profitable use of their doctors. 

The intangible gains to all nations of the Common- 
wealth would be great, as such a service would bind them 
closer. Eventually it could even attract new members, 
thus laying the foundation for a wider and greater Com- 
monwealth, even though it meant finally abandoning the 
limiting prefix “ British 


A. S. WALLACE 


Department of Health, 
Medical Officer of Health, Auckland 


Auckland, New Zealand 

*,.* The supply of doctors for Colonial territories, 
which was raised at question time in the House of Com- 
mons last week, is mentioned in our parliamentary report 
on p. 1396.—Ep. L. 


CARDIAC SYNCOPE ASSOCIATED WITH 
VOMITING 

S1r,—We should like to describe a case of a syndrome 
similar to that recorded by Dr. James (April 12).! 

A housewife, aged 48, had been admitted to hospital three 
times and twice extensively examined in clinics because of 
fainting spells connected with vomiting. During one of the 
admissions, recurrent cerebrovascular accidents were suspected. 

After such a fainting attack, an electrocardiogram (E.C.G.) 
showed a short period of 2 : 1 and 3: 1 atrioventricular (A-v) 
block, during which consciousness was normal (fig. 1). 

There were no history or clinical signs of heart-disease. The 
vomiting associated with loss of consciousness hinted at the 
possibility of vagal stimulation as a precipitating factor. 

Pressure on the right eyeball (while the patient was still con- 
nected to the electrocardiograph) caused continuous A-V block 
2:1, 3:1, and 4: 1) (fig. 16). Spontaneous vomiting was 
followed by loss of consciousness while the tracing was iso- 
electric except for P waves (rate 38 per min.) (fig. Ic). After a 
short 2 : 1 A-v block, sinus rhythm reappeared with lowering 
of the T wave down to the isoelectric line (fig. 1d). After 
several minutes, spontaneous A-V block occurred—with no 
clinical equivalent, because ventricular contractions were 
frequent enough (fig. If). 


1. Weiss, S., Ferris, E. B. Arch. intern. Med. 1934, 54, 931. 


X-ray examination of the cesophagus dis- 
closed a diverticulum of its anterior wall 
(fig. 2). The patient did not relate her 
attacks to swallowing or drinking, but to 
vomiting only. Neither solid food nor pilo- 
carpine caused attacks. An attempt to intro- 
duce the metal-olive of a tube into the diver- 
ticulum caused no change in the sinus 
rhythm. All other investigations were normal. 

Treatment consisted in continuous admin- 
istration of atropine in small! doses. Three 
months ago the patient was discharged from 
the hospital. She is well and is still taking 
atropine. 

Our patient has no organic heart-dis- 
ease and thus differs from Dr. James’ 
patient. Digitalis had not been given, as 
it had in Correll and Lindert’s case.’ 
Thus, our patient comes closest to the 
one described by Weiss and Ferris,’ the 
first recorded case of which we are aware. pig 9 Barium 

In our patient, a vago-vagal reflex was swallow showing 

presumably initiated in the cesophageal diverticulum. 
diverticulum, as in all the three 
published cases. Here, however, neither swallowing nor 
drinking, but only strong vagal stimulation (such as vomit- 
ing or pressure on the eyeball), could elicit the attacks. 


J. SHAPIRA 
N. VARSSANO. 


* 


Hasharon Hospital, 
Petah-Tiquah, Israel 


ACQUIRED OSTEOGENESIS IMPERFECTA ? 

S1R,—Osteogenesis imperfecta is generally described as 
a hereditary affection for which there is yet no effective 
treatment. We have seen no description of a non- 
hereditary form of this disease, and the following case 
could be a non-hereditary condition, particularly since 
efficacious treatment was possible. 

In May, 1957, I saw a girl, then aged 2 years and 7 months, 
who had had many fractures due to minor trauma. She had 
previously been examined in a university clinic. The report 
included: “ blue translucence of the sclera, skeletal X-rays 
revealed gracile features. The compact layer was very thin. 
Blood calcium, phosphorus and phosphatase values were 
normal ’’, On the basis of these findings the condition was 
diagnosed as “ osteopsathyrosis”’. It 


was subsequently found, however, that 
the parents were unaffected and that 


the two family histories included no 


suspect case of bony fragility. 
She was a delicate, pale child. Apart 
from excessive flexibility of all joints 


there were a number of signs of dyspro- 


teinwmia, such as I had seen in Java 
during the Japanese occupation. In- 
somnia was severe, the skin dry and 


withered, and development retarded 


RE (height 91 cm., weight 11°5 kg.), and 
there were signs of hypoproteinamia 
compensated by dehydration. The 


erythrocyte-count was 5,090,000 per 
c.mm., Hb 94", (Sicca), and a low 
erythrocyte-sedimentation rate (E.S.R.) 
2 mm. in Ist hour, 6 mm. in 2nd 
(Westergren). The total blood-pro- 


F 


tein value was 6-8 mg. per 100 ml. 
Although this case may have been one 

of osteogenesis imperfecta it cannot be 

referred to as Lobstein disease, since 


Fig. 1—a, spontaneous A-V block with subsequent reversion to sinus rhythm; 6, after pressure 
on the right eyeball; c, d, e, loss of consciousness with vomiting; f, recurrence of spontaneous 2. Correll, H. L., 
A-V block 


the hereditary factor was lacking. The 


Lindert, M. C. F. Amer. 
Heart F. 1949, 37, 446. 
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condition was possibly acquired and symptomatic, in which 
case it was probably a sequel of dysproteinamia. In the 
“hunger camps ’”’ of Java adults suffered from osteoporosis 
with spontaneous fractures as a result of protein (or general) 
deficiency. An explanation of the hypoproteinemia in this case 
might be found in pancreatic insufficiency, since there was 
considerable creatorrhcea. 

The girl was treated with a high-protein diet and pancreatic 
enzyme (‘ Cotazym ’ tablets). She was also given injections of 
the synthetic anabolic nor-steroid, nor-androstenolone phenyl- 
propionate (‘ Durabolin’). The initial dose was ml. 
(about 8 mg.) every two weeks, subsequently reduced to the 
same quantity once a month. After seven months her appear- 
ance had considerably improved; she was alert and active and 
had shed her fear of falling. The creatorrheea had disappeared. 
Body-weight had increased to 15°4 kg. and height to 102 cm. 
The E.S.R. had risen to 4 mm. in Ist hour, and 13 mm. in 2nd, 
and the total blood-protein to 7-2 mg. per 100 ml. During the 
initial period of treatment she still had an occasional fracture 
under mild strain (e.g., turning while standing on a car seat). 
Since the seventh month after treatment began, however, she 
has had no further fractures in spite of increasing activity and 
playfulness, which involved repeated falls causing swelling and 
even hematomas. The blue discoloration of the sclera has not 
changed. 

Lochem, Holland. 


TREATMENT OF ASTHMA AND HAYFEVER BY 
HYPNOSIS 


S1r,—Having rejected the “ intradermal, patch, scratch 
and prick” tests, we are grateful to Dr. Pepys (June 7) 
for finally putting us right about the “‘ multiple-pressure ”’ 
test, which turns out to be only the “‘ prick test ’? mas- 
querading under another name. 

Clearly, publication in your journal has many advan- 
tages, not least of which is the subsequent dialectic 
analysis in the correspondence columns and the varied 
suggestions as to how future research should be con- 
ducted. Not all these, however, are very easy to under- 
stand. We learn from Dr. Moynahan (June 14), for 
example, that in order to find out how suggestion works, 
we should make controlled studies of random samples of 
the population. We are under the impression, on the 
other hand, that such studies would indicate only jf, 
not how, such treatment works—and, of course, as now 
stated several times, the therapeutic effects were never 
under investigation anyway. 

As we see it, investigations of the effects of suggestion under 
hypnosis can only be carried out on hypnotised subjects who 
respond to suggestion—and the controls should be unhyp- 
notised subjects, or hypnotised subjects to whom no suggestions 
or different suggestions have been made according to the 
nature of the experiment. The attempted hypnosis of random 
samples of the population would show, as is already well known, 
that 20°, can be put into a deep trance, 35°,, into a medium 
trance, 35°, into a light trance, and that 10°, will be unhyp- 
notisable—by any single therapist. 10°,, of these in turn will 
fail to react to any attempt at hypnosis by anyone, leaving a 
hard core of 1°, of unhypnotisable individuals in the popula- 
tion. 

To carry out our investigations—dquite apart from suitable 
patients, who are rare—we have a rota of about 10 deep-trance 
subjects, most of whom have been well conditioned to go into 
a deep trance on the speaking of a single code word: thus saving 
time otherwise wasted on induction at experimental sessions. 
These helpful people provide the experimental material with 
which we operate in our attempts to discover how, not if, 
suggestion under hypnosis produces physical changes in the 
human body. 

In addition we should like to thank Dr. Moynahan for 
his really timely correction of our reference to what we 


A. K. J. KOUMANS. 


thought was the von Pirquet paper on “the original 
allergy ’’. If, as seems to be the case, the allergic response 
to old tuberculin can be inhibited by suggestion under 
hypnosis, whatever the mechanism, how many of the 
other manifestations of allergy included in von Pirquet’s 
allgemeiner Begriff might respond as well? We hope to 
find out. 
A. A. MASON 


West London Hospital, STEPHEN BLACK 


Londgn, W.6. 


RESIDENTIAL CHARGES ALLOWABLE AS 
INCOME-TAX EXPENSES 

Str,—Dr. Harvey-Smith’s successful claim to deduct 
residential charges as an allowable expense for tax pur- 
poses (May 31) is the result of a directive to Inspectors 
of Taxes following a successful appeal to the General 
Commissioners of Income Tax undertaken as a test case 
by the Medical Protection Society. 

May I therefore venture to amplify the information in 
Dr. Harvey-Smith’s letter by pointing out that in that 
case the General Commissioners allowed the appeal 
because two essential facts were established: 

(a) The married doctor concerned was required by the terms 
of his contract to reside at the hospital ; and 

(b) No married quarters were available for his use, thus 
obliging him to maintain a separate home for his wife at which 
he resided during periods of leave. 

To be eligible for this concession, therefore, a resident 
hospital doctor for whose wife no married quarters are 
provided by the hospital will have to prove to the 
satisfaction of his Inspector of Taxes that these two 
conditions exist. 


ALISTAIR FRENCH 
Secretary, Medical Protection Society. 


London, W.C.2. 

OF PRE-ECLAMPTIC TOXA:MIA 

Sir,—The crux of Professor Browne’s hypothesis 
(June 14) is that pre-eclamptic toxemia is caused by 
deoxyeortone (which has not so far been shown to occur 
naturally), or by another undiscovered mineralocorticoid 
with similar properties. If any such substance were the 
cause of pre-eclampsia, it would be reasonable to suppose 
that a hint of its presence would be reflected in urinary 
chromatograms in eclampsia. But it is not: in fact, the 
excretion of formaldehydogenic substances in the urine 
(which are held to reflect the level of mineralocorticoids 
in the blood) falls as toxemia mounts. 

Again, overproduction would be expected occasionally 
in conditions other than pregnancy, unless placental pro- 
duction is alone responsible; but there is sound evidence 
(from a study of adrenalectomised women!) that the 
placenta contributes barely one-tenth of the corticoids 
present in pregnancy. The placenta cannot therefore con- 
tribute substantially to this hypothetical excess. 

The occurrence of eclampsia post partum, and its 
recrudesence at labour when it had earlier subsided on 
the death of the fcetus, also indicate that the placenta 
plays no active role in the ztiology of pre-eclampsia. 

Professor Browne holds that there may be no increase 
in potassium excretion in cortical overactivity, then the 
absence of an increased potassium excretion in toxemia 
when sodium is being retained need not be set against 
his hypothesis. But that disregards certain data which are 
impossible to reconcile with his thesis, and which rein- 
force my view that renal ischemia is the basis of pre- 
5, on J. C., Cohen, M., Gornall, A. G. J. clin. Endocrin. 1958, 18, 
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eclamptic causation—namely, the reduced glomerular fil- 
tration-rate, the glomerular ischemia (proved by renal 
biopsy), and the presence of vasoexcitormotor substance 
(V.E.M.) in renal-vein blood of toxemic women (this 
substance never appears in the hypertension provoked 
by corticoids *). 

JOHN SOPHIAN. 


FIREPROOF CLOTHING 

Sir,—Recently, as part of my training in pediatrics, 
I had the opportunity to study a child, aged five years, 
admitted to hospital with severe clothing burns. In the 
course of this study five shops in South London, specialis- 
ing in children’s clothing, were visited. A total of fourteen 
salesladies was each asked four simple questions. 

Firstly, they were asked which material commonly used in 
children’s attire was most inflammable. Out of fourteen, eight 
had no idea, two said “ flannelette and ‘ Winceyette ’”’, three 
said “‘nylon”’, and one said “‘* Tricel’”’. The work of Cole- 
brook et al.’ clearly shows flannelette and winceyette to be 
most dangerous whilst nylon and tricel are relatively safe. 

Secondly, each shop was asked how many customers asked 
questions about the fire risk of the clothes they bought. At 
three shops the answer was “‘ nobody ”’, at one it was “‘about One 
a year’”’, and at the fifth it was “‘ two in nine years’ retailing ”’, 


London, W.1 


2. Shorr, E. Proceedings of the Ist Clinical A.C.T.H. Conference; p. 314. 


London, 1950 
3. Colebrook L., Colebrook V., Bull, J., Jackson, D. M. Brit. med. J. 


1956, i, 1379 


Seven of the salesladies knew nothing about the 1954 Fire- 
guards Act, and seven knew of it although most had only a vague 
idea of its details. 

Somewhat surprisingly, nearly all knew of the £10 fine 
applicable in certain cases to parents whose children suffer 
burns in the home. 

The impression was gained that a large majority of 
those questioned had relatively little real interest in 
advising customers about the safety of the clothes pur- 
chased. Perhaps this indicates a deficiency in the pro- 
paganda directed towards the group of people who retail 
children’s clothing (and probably adult clothing as well) 
and who are thus best situated to advise their customers 
about the safety of the articles they buy. 


Guy’s Hospital, 
London, S-E.1. E. K. M. SMITH. 


TIME AND THE NERVOUS SYSTEM 

S1r,—Those who, like myself, find Professor Woodger’s 
definition of Time (June 7) difficult to grasp, may like 
to be reminded of the late Arthur Robb’s definition. This 
able Irish mathematician surely exhibited a flash of genius 
when he proposed that Time is simply a matter of 
“before”? and “after”. To any ordinary event or 
experience there are these attributes and Time is the span 
between them. Watches and clocks are useful servants 
but they involve no master concepts. 


Bognor Regis. SIpNEY Russ. 


Parliament 


Proposed Rebuilding of Charing Cross Hospital 


Own June 17, on the adjournment, Mr. MICHAEL STEWART 
drew attention to the proposal to rebuild Charing Cross 
Hospital and Medical School on the site of what is now 
Fulham Hospital. The people of the borough, he said, 
did not want a teaching hospital, they wanted their own 
local hospital rebuilt. Their objections were: that a 
teaching hospital on that site would provide 800 instead 
of 950 beds, would only be able to accept some 200 
instead of 700 emergency cases a year, would be unlikely 
to provide a special geriatric unit, would have to draw its 
unusual cases from a wide area and would thus have less 
accommodation for the people of the immediate neigh- 
bourhood. 

From the point of view of Charing Cross also he 
thought that the proposal had disadvantages. The Harrow 
site, originally suggested for Charing Cross, had 47 acres, 
instead of 9 acres at Fulham; it took as long to travel by 
underground from Central London to Fulham as to 
Harrow. The medical school had said that the Harrow 
site would not provide adequate teaching facilities, but 
surely the needs of the citizens of Fulham must be con- 
sidered as well as the needs of the medical school. 

Mr. RICHARD THOMPSON, parliamentary secretary to 
the Ministry of Health, said that it was clear that the 
shift of population of Greater London required some 
decentralisation of the hospitals which serve it. This 
meant the development of hospital services in outer 
London and the reduction of the former concentration in 
the centre. Hence it was that successive Ministers had 
accepted the Harrow scheme, and the Charing Cross 
rebuilding was selected in 1955 as a major project for 
early progress. But because of the strong views of the 


University of London and the University Grants Com- 
mittee that the Harrow scheme should be reconsidered in 
the best interests of medical education, the Minister felt 


bound to seek an alternative solution. Many possibilities 
were reviewed, and last summer the site of the present 
Fulham Hospital seemed to provide a reasonable possi- 
bility. There was an urgent local need for improved 
hospital facilities, and the demolition and rebuilding of 
the existing Fulham Hospital, which was badly damaged 
during the war, had already been agreed upon. From 
the medical education angle the site of the Fulham 
Hospital was closer to the university than Harrow, and 
within easy reach of the science departments of the 
university. It was also within the administrative boun- 
daries of the County of London, thus conforming to the 
statutes of the university. 

The new scheme involved the rebuilding of Charing 
Cross Hospital and Medical School on the site of the 
Fulham Hospital. The rebuilt Charing Cross Hospital 
would eventually replace the existing Fulham Hospital, 
Fulham Maternity Hospital and the West London Hos- 
pital. The early regrouping of hospitals would take place, 
so that the board of governors of the regrouped Charing 
Cross Hospital could start work in Fulham. 

Discussions had taken place with the hospital authori- 
ties, all parties agreeing in principle to the proposal. The 
South West Metropolitan Regional Hospital Board’s 
agreement included provisos that the new hospital should 
provide district hospital services comparable with those 
proposed under the board’s earlier plans for redevelop- 
ment of the Fulham Hospital and that the position of the 
existing staff should be safeguarded. The board of 
governors had given assurances that a service fully 
adequate to the needs of the Fulham area would be pro- 
vided and that it would accept the transfer of all the staff. 

Turning to the objections raised in Fulham, Mr. 
Thompson said that the modern tendency was to pro- 
vide a greater variety of patients for teaching purposes to 
familiarise students with normal cases as well as the more 
complicated ones which were formerly sent to teaching 
hospitals, and there was no reason to think that a teach- 
ing hospital could not provide a district service while 
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fulfilling its teaching function. A teaching hospital 
accepted patients from the Emergency Bed Service 
although its strict liability to do so did not go so far as that 
of the non-teaching hospital. But in an emergency he was 
certain that we could rely on the hospital to help in 
every way possible. 

It was proposed that the new Charing Cross Hospital 
should replace Fulham Hospital with 382 beds, Fulham 
Maternity Hospital with 28 beds, and the West London 
Hospital with 238 beds, giving a total of 648 beds which 
ultimately would be closed. The board of governors had 
in mind a hospital with 700 to 800 beds, with the usual 
range of specialties. This would mean ultimately that 
the present total of 648 beds in the Fulham hospitals 
would be replaced in stages by about 750. It was proposed 
that 10°, of the total beds should be allocated for the 
chronic sick which would give 70 or 80 beds. That was 
slightly lower than Fulham’s present allocation. The 
regional board recognised the need for more beds for the 
chronic sick and discussions had taken place about 
where these might be provided. 

The Minister did not rule out a public inquiry, but he 
was not convinced that it was the best way to proceed. It 
would entail considerable delay and expense and might 
not establish many facts or points of view not already 
known. The proposals had been under consideration, 
and discussions had been going on since last summer, 
and the Minister hoped to come to a decision fairly soon. 


National Insurance and National Assistance 
Tribunals 

On June 19 Mr. R. E. PRENTICE moved the annulment of 
new regulations concerning the procedure before these tri- 
bunals. The changes made by these regulations were, he said, 
changes of detail, but they raised points of importance. One 
change related to legal representation before local appeal 
tribunals: “‘ Any person . . . may be represented by some other 
person whether having professional qualifications or not. ...” 
This was a fairly big departure from the existing position. At 
the moment, in cases under the Industrial Injuries Act a 
claimant might be represented by a legally qualified person 
with the leave of the chairman; but under the National Insur- 
ance Act there was at present no provision for a lawyer to 
represent a claimant. If it became common for lawyers to 
argue cases before these tribunals, the atmosphere of the 
tribunals might be damaged. There was a tendency for a 
barrister to arrive with a rather wordy brief and to use legal 
terminology which was not often understood by his client or 
by some of the non-legal members of the tribunal. The whole 
attitude of the tribunals might alter even towards claimants 
who were not legally represented, and we should damage the 
informal atmosphere. People might get the impression that 
to succeed they needed a lawyer. People who could not afford 
a lawyer and who lost their case might feel that if they had had 
one they would have succeeded. 

Mr. Prentice also criticised another proposed change: 
“Every hearing by a local tribunal shall be in public except 
so far as the chairman of the tribunal may otherwise direct if 
he is of the opinion that intimate personal or financial circum- 
stances may have to be disclosed or that considerations of 
public security are involved.”” The National Insurance 
Advisory Committee had said that hearings should be in public 
unless the claimant insisted on a private hearing. The regula- 
tions suggested that the chairman should decide whether or 
not a hearing should be in public, and the Advisory Committee 
thought that the claimant should have the last word. Mr. 
Prentice believed that the committee’s reasoning was sound. 

Mr. JOHN Boyp-CARPENTER, Minister of Pensions and 
National Insurance, referred to “‘ the somewhat anomalous 
position which has existed so far”’. It had been the position 
that a claimant before a National Insurance tribunal could be 


represented by a friend, provided that the friend had no legal 
qualifications. There was one case when an elderly widow who 
desired to be represented before a tribunal by her son was 
unable to do so because her son happened to be a qualified 
solicitor. He did not believe there was any reason to assume 
that the right to legal representation would be very freely 
exercised: in only the exceptional case would a lawyer appear 
professionally. 

It was not realistic, he added, to believe that the opening of 
the tribunals would cause immense flocks of the public to 
queue up to attend. The Minister held very strongly that jus- 
tice was much best done in public, and abuses or suspicion of 
abuses were much better prevented if judicial bodies did their 
duty in public where the Press could report what was done, and 
where if anything was done amiss, newspapers, the public, 
and members of parliament could take the necessary steps. 
There were circumstances in which someone might genuinely 
be deterred from going to the tribunal if he felt that intimate 
and personal matters might be brought out in public; and 
that was a problem which to some extent faced those who 
attended courts of law, where closed sittings were very 
exceptional. 

At the end of the debate Mr. Prentice withdrew his motion. 


Atmospheric Pollution on Thames-side 

In an adjournment debate, Mr. BERNARD BRAINE spoke of 
the continued pollution of the atmosphere by emanations from 
the Thames-side oil refineries. Up to a few years ago South- 
East Essex had a reputation of having almost the purest air 
in the United Kingdom. Now, although the nuisance was 
intermittent, it was never far away. 

Mr. J. R. BevINs, parliamentary secretary to the Ministry 
of Housing and Local Government, replied “ quite cate- 
gorically’ that there was no evidence at all at present that 
these smells were in any sense injurious to health. Neverthe- 
less, he sympathised with those who were assailed by these 
odours. “‘ Our aim, which is, I believe the aim of the oil com- 
panies as well—I emphasise that—is to see that everything 
possible is done to remove the sources of these complaints in 
two ways: first of all, by the more rigorous supervision of the 
plants and, secondly, by a readiness to deal quickly with any 
source of amell which may be detected by the local residents.” 


QUESTION TIME 
Cost of Prescriptions 

Mr. ARTHUR BLENKINSOP asked the Minister of Health what 
was the average cost per prescription prescribed under the 
National Health Service as at the latest available date; and the 
answer was approximately 6s. 43d. in April, 1958. Was the 
Minister aware, Mr. BLENKINSOP continued, that the last figure 
given, at the end of last year, was 4d. per prescription less ? 
Was he satisfied that the arrangements made with the drug 
manufacturers were working properly ?—. \r. DEREK WALKER- 
SMITH replied that he thought they were, but he would con- 
tinue to keep the matter under review. He was already giving 
active consideration to the interim report of the Hinchliffe 
Committee, and he was in consultation about it. 

In answer to a supplementary question, Mr. WALKER-SMITH 
said that an examination of samples in the last year showed that 
expensive corticosteroid preparations which became available 
in that year and in 1956 were being increasingly prescribed. 
It was likely that this trend towards expensive preparations had 
continued. 

Distribution and Recruitment of Nurses 

Mr. J. JOHNSON asked the Minister what steps he was taking 
to ensure that there was an equitable distribution of nurses as 
between the London teaching hospitals and the smaller pro- 
vincial hospitals. Mr. WALKER-SMITH replied that the problem 
of distribution generally was before the National Consultative 
Council on the Recruitment of Nurses and Midwives, and he 
would consider it in the light of the advice they gave. Was it 
not true, Mr. JOHNSON added, that there were large queues 
and waiting-lists of young nurses for London hospitals ? 
Would it not be possible to devise a voluntary scheme whereby 
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London teaching hospitals were linked with hospitals like those 
at Rugby, Nuneaton, and Leicester, so that nurses, perhaps at 
the beginning or the end of their four years, could spend one 
year in our provincial hospitals which at the moment were 
lacking nurses ? Teaching hospitals had already been encour- 
aged, said Mr. WALKER-SMITH, to send their student nurses for 
periods of training to sanatoria and mental hospitals in 
particular. A compulsory arrangement of the kind suggested 
would be prejudicial to recruiting. 

Mr. E. JOHNSON asked the Minister if he was aware that 
there was a shortage of nurses in general hospitals; what had 
been the trend of recruiting during the past five years ?>—Mr. 
WALKER-SMITH: While there are shortages in some hospitals, 
there has been a most satisfactory increase in the total numbers 
of nursing staff during the past five years. 

The numbers of whole-time and part-time nursing staff of various 
grades in hospitals, other than mental and mental-deficiency hospitals, 
at Dec. 31, 1952 and at Sept. 30, 1957, were as follows: 


At Dec. 31, At Sept. 30, Increase or 
1952 1957 Decrease 

Trained nurses: 

Whole-time 32,334 36,215 +3881 

Part-time 6498 10,238 + 3740 
Student nurses 44,932 47,128 + 2196 
Other nursing staff 

Whole-time 29,183 26,891 2292 

Part-time 10,678 16,591 +5913 
Total 

Whole-time 106,449 110,234 + 3785 

Part-time 17,176 26,829 +9653 


During this period the number of whole-time trained nurses at 
all hospitals, other than mental and mental-deficiency hospitals, 
increased by 12”., and the number of student nurses by nearly 5 
All classes of whole-time nursing staff together increased by 3-6 


and of part-time nursing staff by 56-2 


Doctors for Colonial Territories 

Mr. ARTHUR BLENKINSOP asked the Secretary of State for 
the Colonies whether he was aware of the shortage of doctors 
in the Colonial Service; and what steps he was taking to 
encourage young doctors from Great Britain to take appoint- 
ments in the West Indies and other Colonial territories.— 
Mr. J. D. PRoFuMo replied: I am well aware of the constant 
demand for doctors in the medical departments of the overseas 
territories, which the Minister is doing his best to meet. 
Vacancies in the West Indies and other territories are adver- 
tised in the professional journals as they are notified. In 
addition, special arrangements have been made to allow appli- 
cations from young doctors to enter the Colonial Service as an 
alternative to National Service.—Mr. BLENKINSoP: Will the 
Minister consider having some consultations with the teaching 
hospitals to see whether any kind of guarantee can be given 
to young men entering for temporary service that their chances 
of promotion in this country are not thereby spoiled ?— 
Mr. Profumo: That is something I should like to look at. 

Mrs. LENA JeGER: Can the Minister bring this problem more 
closely before the Minister of Health, who, not long ago, 
received a report from a committee which suggested that there 
should be a limitation on the intake of medical students because 
of the danger of the profession becoming overcrowded ? 


Malnutrition in East Africa 

Mrs. Joyce BUTLER asked the Minister if he would consider 
setting up a nutrition department under the auspices of the 
East African High Commissioner for the purposes of food and 
food consumption research, diet improvement, and propa- 
ganda, and to coordinate the various activities undertaken to 
counteract malnutrition among children and adults in Uganda, 
Tanganyika, Kenya, and Zanzibar.—Mr. Prorumo replied: 
Coordination of such activities is already the function of the 
East African Council for Medical Research, under the auspices 
of the East Africa High Commission services, the East African 
Institute for Medical Research, and the East African Statistical 
Department. A big contribution is also being made by the 
Infantile Malnutrition Research Unit run by the United 


Kingdom Medical Research Council in .Uganda with the 
cooperation of the local and High Commission authorities. 


Obituary 


ARNOLD STOTT 
K.B.E., M.A., B.Chir. Cantab., F.R.C.P. 


Sir Arnold Stott, who died at his home in Surrey on 
June 15, at the age of 72, was consulting physician to the 
Westminster Hospital, on whose active staff he had 
served for over thirty years, during which he made a 
name as cardiologist and general physician. 

Arnold Walmsley Stott was born at Oldham in 1885, 
and received his early education at Rugby School. From 
there he went up to Cambridge, where in 1907 he took 
the natural sciences tripos before going on to St. Bar- 
tholomew’s Hospital, qualifying 
M.R.C.S. in 1909. Three years 
later he gained the M.R.C.P., but 
it was not until 1917 that he 
returned to Cambridge to gradu- 
ate B.CHIR. 

After qualifying he held a 
series of appointments at Bart’s 
and the Royal Chest Hospital; 
and his association with the 
latter hospital was maintained 
throughout his working life. 
In the 1914-18 war he served 
in France with the rank of 
major. After demobilisation he 
returned to London, and in 1919 he joined the honorary 
staff of the Westminster Hospital. In 1927 he was elected 
F.R.C.P. During the 1939-45 war he served, with the 
rank of major-general, as consulting physician first to the 
B.E.F. and latterly to Northern Command. He was 
created K.B.E. in 1946. He retired from the active staff 
of the Westminster in 1950. At various times he examined 
for the University of Cambridge, the University of 
Birmingham, and the Royal College of Physicians of 
London. 

As a colleague and friend, A. A. writes: 

To some people, Sir Arnold Stott typified the flaneur. And 
yet even the least discriminating, inclined to superficial judg- 
ment, must have felt puzzled to reconcile this character with a 
man appointed to the Royal Household, selected as consulting 
physician to the B.E.F. on the outbreak of the world war, 
whose services were appreciated by promotion to major-general 
and the award of a K.B.E. The fact was that a facade of apathy 
and apparent indifference concealed exceptional ability. 

He passed all his examinations with ease whilst displaying 
no interest in prizes or academic distinctions. So far from 
taking an M.D., he did not present the comparatively trivial 
thesis which at that time was a requirement for the Cambridge 
M.B. He was satisfied with the qualification essential for a staff 
appointment. Although particularly identified with cardiology, 
he was a general physician in the best sense of the term. 
The product of a worthy apprenticeship in the pathological 
department at St. Bartholomew’s, without aspiring to brilliant 
diagnoses in obscure conditions, with shrewd judgment and 
stability in fundamentals, his opinion was always of value. 
For, apart from his training, he had an exceptional clinical 
instinct. He seldom participated at medical meetings and wrote 
but little. Yet these rare occasions exhibited in no small degree 
a gift of expression through the tongue and by the pen that 
others envied whilst deploring his reluctance to apply himself 
in proportion to his ability. Indeed ability was evident in all 
his undertakings: whether administration in a medical school; 
the organisation of an Army’s medical services; or the manage- 
ment of a dining club. 

He had a remarkable capacity to stimulate and to interest 
without any appearance of effort. More than once this was 
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evident in the cause of charity—for example, to assist the 
dependants of one who had been unfortunate. Himself 
indefatigable, he insisted that everybody else should be equally 
untiring. Loyalty was the keynote of his character: loyalty to 
his school, his university, his hospitals, his Lodge; and, whilst 
a good hater, friendship was to hima sacred trust. He fearlessly 
expressed his opinion in the interests of truth and justice 
regardless of personal consequences, through antagonising 
those who might adversely influence his career. 

I recall an episode fully thirty-five years ago when we were 
the two juniors on the staff of a famous special hospital. The 
staff had been summoned to be addressed by an arrogant 
self-opinionated chairman of the hospital who had a proposition 
of a revolutionary character that threatened to undermine 
professional liberty. At the conclusion he said, “‘ And now Ill 
leave you gentlemen to talk it over: I don’t wish to convince 
you against your will ’’. Dead silence ensued; not a word from 
the seniors, men of eminence. Dead silence: and then Arnold 
Stott in a quiet clear voice, “‘ If you won’t mind my saying so, 
I don’t think you’re particularly anxious to convince anybody 
about anything ’’. Courteous—but devastating! 

Never robust, Arnold suffered frequently from attacks of 
bronchial infection. His last few years were clouded by almost 
complete disablement endured with great courage and a 
determination that repeatedly confounded dogmatic prognosis. 


He married in 1911 Lily, daughter of Alfred Robert 
Holland. There were a son and two daughters of the 
marriage. 


JOHN LAMBERT 
O.B.E., M.A., M.D. Cantab., D.P.H. 

Dr. John Lambert, who, as medical officer to Wellington 
College for over a quarter of a century, became well known 
for his work in school medicine, died at Crowthorne, 
Berkshire, on June 16, at the age of 78. 


He was brought up in Cambridge, and from the Perse School 
he went on to the university. In 1901 he obtained first-class 
honours in the natural sciences tripos before going to the 
London Hospital, from which he qualified M.B. in 1904. He 
held a clinical assistantship at the Hospital for Sick Children, 
Great Ormond Street, and later joined the Brighton Education 
Committee, to which he became senior school medical officer. 
From Brighton he went to Lancing College as resident medical 
officer. In 1909 he graduated M.D. During the 1914-18 war 
he served as a surgeon lieutenant in the Royal Navy, and for 
his services he was appointed 0.B.£. From 1919 until 1946 he 
was medical officer to Wellington College, Berkshire, and to 
preparatory schools in the neighbourhood, at first combining 
the duties of medical officer and of housemaster of a waiting 
house. 

Dr. Lambert is survived by his second wife, formerly Miss 
Vera Pledger. 

A colleague writes: 

When John Lambert applied for the post at Wellington 
College, he impressed Dr. W. Ws Vaughan, then headmaster 
of Wellington and later of Rugby, who stands out as a judge of 
character,.for about a score of men of his choice became head- 
masters of famous public schools. Lambert justified Vaughan’s 
selection. He was noted at Wellington for accurate diagnosis, 
friendliness, sound advice, and imperturbability in a crisis. 
Soon after his arrival, he introduced an X-ray apparatus for 
routine use in the sanatorium, but generally he was not keen 
on introducing every new method. 

Lambert wrote little but was proud that his predecessor, 
H. G. Armstrong, had been the first to describe the descent 
of the testicle at puberty. His own article on torsion of the 
testicle showed what detailed notes he kept of his patients, and 
his successor found his medical records of great help. 

He was the most ardent attender of meetings of the Medical 
Officers of Schools Association, and both in council and at the 
general meetings spoke from his own experience and often 


brought an air of sanity to a discussion. He was hon. secretary 
from 1925 until 1936 and thereafter president until 1938. 
He was editor of the Annual Proceedings until 1947, Even after 
his retirement from Wellington he continued to attend very 
regularly. 

In his early days he played cricket and golf, and he was 
always a most enthusiastic and successful gardener. 


HENRY MANNING PEREIRA 
L.R.C.P.E., D.P.H. 

Dr. Pereira, who died on June 11 at the age of 87, 
was one of that famous medical team who worked under 
T. F. Ricketts in the Hospital Ships and River Ambulance 
Service during the smallpox epidemic of 1900-02. 
Thereafter he never ceased to practise, and to preach, 
that great master’s teaching on the diagnosis and the 
hospital management of smallpox. 

Because of his characteristic modesty, to the medical world 
at large Pereira was probably the least well-known member 
of that team; but those of us who worked under him learned 
more about smallpox from him than from any other source; 
and his value, especially to medical officers of health, as a 
consultant—a real smallpox expert of the Ricketts school— 
was, of course, outstanding and almost unique. 

In addition to his smallpox experience Pereira possessed an 
exceptional knowledge of diphtheria, enteric fever, and the 
old type of scarlet fever, gained from years of work in the fever 
hospitals of the Metropolitan Asylums Board; and when the 
London County Council took over those hospitals in 1930 he 
was appointed medical superintendent of the Eastern Hospital 
at Homerton, where he remained until his retirement. 

Pereira was a most lovable man, supremely happy in his 
family life. There are many of us who will treasure the memory 
of his friendship. 

J. P. M. 


PETER PAUL DEBONO 
O.B.E., M.D. Malta, F.R.C.S., D.P.H. 


Prof. P. P. Debono, who died on June 3 at the age of 67, 
held the chair of surgery in Malta for twenty-five years, 
during which by practice and teaching, often in difficult 
circumstances, he did much to enhance the standard of 
surgery in the island. 

After graduating in 1910, Professor Debono worked for a 
year in London. Returning to Malta he first took a teaching 
appointment in pathology and anatomy; and in the 1914-18 
war he was associated as pathologist with the Royal Naval 
Medical Service and the R.A.M.C. After the war he turned to 
surgery, and in 1919-22 he did postgraduate work in England, 
first at St. Bartholomew’s Hospital, London, and latterly in 
Manchester, obtaining the F.R.c.S. in 1920. In 1926 he was 
appointed professor of surgery and senior surgeon of the 
Central Hospital, Malta. In 1944 he became chief surgeon of 
the Emergency Medical Services of Malta. He retired from 
the chair in 1951 but continued to practise until his death. 
In 1936-39 he had served as a nominated member of the 
Executive Council of Malta; and in 1947 he was elected a 
member of the Legislative Assembly, of which he was subse- 
quently appointed Speaker, and served as Minister of Health. 

Professor Debono married Miss L. Briffa in 1918, and 
there were two daughters of the marriage. 


J. H. S. writes: 


I first met P. P. Debono early in1943. He was still professor 
of surgery in Malta and working under conditions such as can 
never have been experienced by any senior clinical teacher 
before or since. His “ hospital ’’ was in a requisitioned building 
in Hamrun a few miles outside Valletta, and it was an unsuitable 
place for the care of patients and particularly for those requiring 
surgical treatment. There were other difficulties too, The 
shortage of food and, still more, the lack of soap were the cause 
of skin infections that became epidemic. In the place where I 
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worked with one of his equally talented brothers, Prof. Joseph 
Debono, the unfinished St. Luke’s Hospital, over three- 
quarters of the children admitted during the poliomyelitis 
epidemic had scabies or impetigo or both. This sort of thing 
was enough to daunt the most ardent surgeon. But Peter Paul 
plugged away with indomitable courage not only as a surgeon 
but as a teacher. The men he turned out were extremely good. 
Perhaps they were above average, but they may have gained 
something from having to work under such grim conditions. 
Debono was a true general surgeon, one of the last to deserve 
the title, and his versatility was astonishing. Nevertheless, he 
realised that specialisation was becoming necessary, and we 
talked for hours together about future developments in Malta. 
It was not easy convincing him, but when he finally conceded 
a point, perhaps grudgingly, there was no going back and one 
could then count on his help. 

The Maltese Islands hold an honourable place in the history 
of European medicine and they have turned out men of dis- 
tinction, some now working in distant parts of the Common- 
wealth. The little medical school, shockingly housed and 
always short of money, is part of a university founded at the 
end of the sixteenth century. It is easy to criticise its short- 
comings; but our Maltese colleagues are even more acutely 
aware of them and they point out, not unreasonably, that the 
Government is directly responsible for the University. What 
should not be forgotten is that men of the calibre of the Debono 
brothers are but three of its many notable alumni. 


ERNEST KEITH WESTLAKE 
M.A., M.D. Cantab., M.R.C.P. 


Dr. E. K. Westlake, a senior medical registrar at the 
Middlesex Hospital, who died in London last week at the 
age of 33, had done valuable work on chronic bronchitis 
and emphysema. 

T. S., who was a senior colleague of Dr. Westlake when 
he worked at Chase Farm Hospital, Enfield, writes: 

After a distinguished academic record and house-physician- 
ship at the Middlesex Hospital, Keith Westlake became my 
house-physician in 1951 and later my registrar. Between these 
two appointments he worked at the Brompton Hospital, first 
as a house-physician and then as a research assistant in the 
department of respiratory physiology. Later he was registrar 
at the Hammersmith Hospital and senior registrar at the 
Middlesex Hospital. He made many contributions to the 
literature on aspects of chronic bronchitis and emphysema, 
and whilst with me he passed his M.R.C.P. examination and 
completed his M.D. thesis, entitled ‘“‘ Disordered Respiratory 
Function and Carbon Dioxide Narcosis in Emphysema ”’, for 
which he was awarded the Raymond Horton-Smith prize in 
1952-53. This thesis is typical of him and his work; every 
page reflects his thoroughness and brilliant clear thinking. 

He was a quiet reserved man, at times moody, difficult to 
know well and not given to fine speeches, and it was only on 
closer acquaintance that one appreciated his fine character, 
determination, and absolute honesty—this last was the most 
striking of his characteristics. He had a most original and 
critical mind and a prodigious capacity for work. He paid 
great attention to detail and nothing escaped his keen eye. His 
notes were a model of accurate observation and detail—he left 
nothing to memory. Everything had to be just right, and all 
doubtful observations or measurements were discarded. Once 
his mind was set on an objective nothing would deflect him 
from it, and this caused people to think that he was hard— 
which he was not. Although his approach might be called 
robust, beneath it all he was very sensitive and afraid of 
hurting people’s feelings. 

It was a pleasure and privilege to work with him. The whole 
hospital staff, nursing and medical alike, were fond of him and 
admired him for his hard work. Since he left this hospital he 
has often been referred to affectionately by the outpatients. 


Dr. Westlake is survived by his wife and two 
daughters. 


BERNARD SUTRO OPPENHEIMER 
A.B. Harvard, M.D. Columbia 


Dr. Bernard Oppenheimer, formerly chief of the 
medical divisions of the Mount Sinai Hospital and the 
Montefiore Hospital in New York, who died on June 10 
at the age of 81, will be remembered by the many British 
postgraduate students whom he welcomed to his home. 
One of them, D. G. J., writes: 

Dr. Oppenheimer combined the qualities of an inquisitive 
clinical research-worker, a physician with clinical acumen, and a 
hospitable Anglophile. He was associated with the Mount 
Sinai Hospital for over fifty years as physician, medical service 
chief, teacher, and scientist, and in 1915 he was responsible 
for the installation of the first cardiographic laboratory there. 
His contribution to cardiovascular problems would be enough 
for any single lifetime, but typical of his drive and thirst for 
scientific knowedge was the way in which his retirement was 
deferred by the initiation of a large and continuing project on 
the carcinogenic properties of plastics. His wife, Dr. Enid 
Oppenheimer, an English physiologist, was his close collabor- 
ator in this programme. Their weekend country home was 
always open to overseas postgraduates, who were encouraged, 
between sets of tennis, to discuss their research and clinical 
problems in medicine. It was a poor man who came away 
without some new research idea, a fresh outlook on clinical 
medicine, and a distinct improvement in his tennis. 


Diary of the Week 


JUNE 29 To JULY 5 

Monday, 30th 
University Coiiece, Gower Street, W.C.1 

5pm. Dr. J. D. Robertson: Molecular Biology of Cell Membranes. 
POSTGRADUATE Mepicat ScHoOoL, Ducane Road, W.12 

4p.m. Dr. J. F. Goodwin: Combined Valvular Disease 
LonDON SCHOOL oF HYGIENE AND TROPICAL MEDICINE, Keppel Street, 

5 pm. Prof. Isidor Greenwald (New York): The History of Endemic 

Goitre: Its Significance for the Aitiology of the Disease. 


Wednesday, 2nd 


UNIVERSITY OF LONDON 


4.30 p.m. (London Hospital Medical College, Turner Street, E.1.) Prof. 
I. Hale Ham (Cleveland): Hamolytuc Anamia. 
POSTGRADUATE MEDICAL SCHOOL 


2 p.m. Dr. Forrest Fulton: Tissue Culture for the Diagnosis of Virus 
Infections 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, S.W.3 
5pm. Dr. R. V. Gibson: Atrial Septal Defects 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, W.C.1 
5.30 p.m. Dr. E. A. Muguerza (Madrid): Carcinoma of the Epiglottis. 
Mepicat ReskaRCH COUNCIL 
5 P.M National Institute for Medical Research, Mill Hill, N.W.7.) 
Prof. Samuel Graff (New York): Experiments with Continuous 
Metazoan Cell Cultures. 


Thursday, 3rd 
INSTITUTE OF NeuROLOGY, The National Hospital, Queen Square, W.C.1. 
5.30 p.m. Dr. G. Melvill Jones: Orientation in ~— 
INstITUTE oF CHILD HeaLtu, Great Ormond Street, W.C.1 
5 pm. Sir Macfarlane Burnet (Melbourne): Immunological Aspects of 
Early Life 


Appointments 


Brun, FRANK, M.B. Lond., F.F.A. R.C.S.: consultant anesthetist, Sunderland 
group of hospitals 

Fores, R. Y., L.R.C.P.8., D.P.H.: deputy M.O.H., Slough, and assistant M.O. 
and school M.O., Buckinghamshire. 

Huaues, E. M., M.B. Lpool, D.p.H.: deputy M.O.H., Nuneaton, Bedworth, 
and Atherstone. 

Repwoop, C. R. M., F.R.C.S.: part-time consultant general surgeon, Don- 
caster Royal Infirmary. 

Sovru, Cyrit, M.B. Sheff., P.R.C.S.: 
Chad’s Hospital, Birmingham. 

Syrop, SARA, MED. DIPL. Warsaw, D.T.M. & H., D.C.H., D.P.H.: M.O., West 
Ham. 


part-time consultant surgeon, St. 


Colonial Appointments: 
BILLINGTON, V. L., M.B. Cantab.: M.o., Tanganyika. 
CHATTERTON, J. J., M.R.C.S.: M.O., Cyprus. 
IRaN!, S. J., M.D. Bombay, F.R.F.P.S.: M.O., British Guiana. 
Moyes, R. W., M.B. Lond.: M.o., Kenya. 
ROGERS, VINCENT, M.B. Lpool, D.M.R.D.: M.O., Sarawak. 
Sen, S. K., M.B. Calcutta, D.P.H.: M.O., Trinidad. 
Simons, H. R., M.B. Lond.: M.o., South Pacific health service, Fiji. 
Toiiey, Mary A. T., M.B. N.Z., M.R.C.0.G,: M.O. (special grade), Uganda. 
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MEDICINE IN CHINA 

AT the annual general meeting of the Royal Society of 
Tropical Medicine and Hygiene on June 19, Prof. A. W. Wood- 
ruff gave some of his impressions of medicine in China, derived 
from his visit last year with a group of British doctors. 

Setting the scene historically, he said that the traditional 
Chinese philosophy had hitherto been one of respect for 
antiquity and rejection of change, but politically the last 
century had been marked by corruption, civil war, widespread 
poverty, and foreign invasions. In 1948, the change of regime 
brought a revolution of ideas, as well as the massive political 
revolution, which completely reversed the ancient conceptions 
and trends. The industrial revolution was initiated and had 
been accepted with fervour. Part of the Government plan was 
a comprehensive medical scheme which, though not yet com- 
pleted, was the eventual goal. But China had fewer qualified 
doctors than Britain, for a population more than ten times as 
great, though in rural areas there were large numbers of 
traditional practitioners sometimes skilled in the use of herbal 
remedies and full of the kind of unscientific mysterious authority 
so often found among medicine men in backward countries. 
The authorities made use of these men, gave them some form of 
instruction in scientific medicine whenever possible, and, 
instead of antagonising them, drew them into the general 
organisation. But their day vould end, and the output of fully 
trained medical graduates from the 32 colleges which now give 
five-year courses (soon, it was hoped, to be made six-year 
courses) would gradually provide the required numbers. The 
standard in these colleges was high, though to British observers 
the time spent in studying dialectical materialism seemed 
excessive. 

Postgraduate medical education was conducted at the great 
Peking Medical College, and here again the standard was high. 
There were various research institutes in Peking, Shanghai, and 
other places, and the subjects for research included epidemic 
diseases, industrial diseases, public health, traditional medicine, 
and specific Chinese problems. At Shanghai the enormous 
problems of Schistosoma japonicum infection (11 million people 
were affected, most of them in the Yangtse valley) were being 
tackled. This disease was taken so seriously, and the treatment 
and contro] measures were on so large a scale, that Professor 
Woodruff thought that it would be overcome more quickly 
than in other countries where it was endemic. 

In Chinese cities there were now few dogs and few flies, and 
it was the mark of a good citizen to be diligent in destroying 
both; it was therefore equally the mark of a bad citizen to be 
indifferent, and a bad citizen might have a bad time. The 
streets and the people were clean; and cleanliness, order, and 
health were popular. The former poverty had largely passed 
away, partly because the Government gave incentives to produc- 
tion, and the old stranglehold of the moneylender had gone. 
The Government had established the rule of law, stabilised the 
currency, and started great schemes of reconstruction and 
industrialisation which would increase wealth and which were 
popular: they were needed for a population growing at a 
fantastic, rate. 

The price exacted from the people for these undoubted 
material rewards was conformity, and this was now given with 
enthusiasm. China might soon be the most powerful nation in 
the world, and we might hope that the traditional Chinese 
talent for compromise would lead to a system more tolerant 
than that of Russia. China might look to the West if the induce- 
ment was strong enough. One way in which the West could 
encourage such a tendency would be by offering training here 
for young Chinese graduates in the methods and ideals which 
we found acceptable. Professor Woodruff’s message was that 
Europe and the West should make a vital constructive effort of 
friendship towards this serious, progressive, and rapidly 
developing people, for whom we have always had warm 
regard. 


INADEQUATE DIETS IN PREGNANCY 

LAST year there was a noticeable deterioration in the diets 
of many women, according to Miss Helen Simpson, dietitian 
to the Simpson Memorial Maternity Pavilion of Edinburgh 
Royal Infirmary. Miss Simpson, in her report on 1957, says 
that the deterioration was due chiefly to the slightly increased 
cost of living and to the higher incidence of unemployment. 
In some cases, although the income appeared to be adequate, 
hire-purchase commitments upset the balance of the budget. 
Protein foods, being the most expensive, were reduced, and 
more carbohydrate was eaten to satisfy the appetite. The 
special pint of milk provided at half price for a pregnant woman 
was often shared with the family. Less fruit and vegetables 
were bought when less money was available. The result of this 
was evident in the increasing number of young women found 
to be anemic. Many women who were apparently in good 
health at the beginning of pregnancy quickly became anzmic 
later. In addition to iron therapy, dietary investigation and 
advice were helpful in these cases. 


NATIONAL ASSISTANCE BOARD 

Tue report ' of the Board for 1957 shows that the number of 
weekly allowances rose during the year by 56,000 to 1,712,000 
(covering the needs of nearly 2'/, million people). The cost of 
assistance was £112,200,000. Nearly three-quarters of the 
1,712,000 allowances went to supplement national insurance 
benefits, including 978,000 to supplement retirement pensions 
and 118,000 to supplement. sickness benefit or industrial- 
injury payments. Nearly 1'/, million of the people receiving 
allowances were over pensionable age. 

Between October, 1956, and the end of March, 1957, about 
21,000 people from Hungary sought refuge in this country; and 
at the peak of activity the voluntary organisations, which under- 
took the task of receiving them, were using well over a hundred 
establishments to house them. About 5500 emigrated, mainly 
to Canada, and others were quickly settled in work and found 
private accommodation. But many still needed room—and 
often free maintenance—in hostels, and when the money avail- 
able from a fund raised by the Lord Mayor of London was 
exhausted the cost of running the hostels was borne by the 
Exchequer, and the Board took over administration from the 
British Council for Aid to Refugees on Oct. 1. At that date 
there semained twelve hostels with 1814 residents ; by the end of 
1957 two more hostels had been closed and the number of 
residents reduced to 1427. The net cost to the Board for the 
three months was about £44,000. 


BILLY GOES TO HOSPITAL 

Tuts lively coloured picture-book which the departments of 
child health and medical illustration of Guy’s Hospital have 
combined to produce should do much to reassure any small 
patient-to-be. In appearance it is cleverly reminiscent of one 
of the pleasanter weekly comics, and it is full of the everyday 
details which children enjoy. A five-year-old who has studied 
it on his mother’s knee will find a hospital ward welcoming and 
familiar instead of strange and alarming. The enclosed leaflet 
for parents offers sensible advice about preparing a child for his 
stay in hospital and explains his special need for visits, small 
gifts, and postcards while he is there, and for extra affection 
and care when he returns home. 

On another page of this issue Prof. R. S. Illingworth men- 
tions some of the hospitals which have already prepared book- 
lets of this kind for their young entrants, and he asks for more. 
Guy’s booklet certainly gives his appeal a flying start. 


AN ATTRACTIVE SANATORIUM 


TUBERCULOSIS is more than a disease: it is a philosophy. 
And, like other philosophies, it has its distinctive bibliography 
(The Magic Mountain and The Plague and I are two examples). 
The author of a new novel,? At Doctor Mac’s, may have more 
in common with Betty McDonald than Thomas Mann, but he 
has nevertheless made a notable addition to this series. 


1. Cmnd. 444, H.M. Stationery Office. 3s. i 
2. At Doctor Mac’s. By Peter Quince. London: J. M. Dent. 1958. Pp. 
277. 15s. 
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Doctor Mac’s is a private sanatorium, maintained by a kindly 
physician whose only interests in life are tuberculosis and 
music. His establishment may be run along unconventional 
lines, but it accomplishes the cure of some difficult cases— 
patients with emotional as well as physical disturbances. 
Though there is no Peter Quince in The Medical Directory, the 
book has an authentic ring, and its readers will not be surprised 
to learn that the author has practised both as psychiatrist and 
chest physician. 

Doctors, of course, are far from enjoying professional 
immunity to tuberculosis (Laennec and Withering, Trudeau 
and Ehrlich, were all constrained to take more than an objective 
interest in the disease). And every doctor will say to himself, 
when he has finished this book, “If ever I have to go to a 


sanatorium, let it be one like Doctor Mac’s! 


FILMS ON CARDIAC ARREST AND MASSAGE 

SOMETIMES in sudden cardiac arrest transthoracic cardiac 
massage is either not carried out or postponed while less 
effective procedures are tried, owing to hesitation to enter the 
chest, coupled with lack of preparation for such an emergency. 

A film on Respiratory and Cardiac Arrest (16 mm., sound, 
black-and-white, 15 min., 1945) ' was made by Dr. Geoffrey 
Organe and Dr. I. W. Magill at Westminster Hospital. 
Though much of the film is still accurate, details of the proce- 
dure have since been changed. 

Dr. Claud-S. Beck has made several films on the subject; 
his most recent one, Resuscitation for Cardiac Arrest (16 mm., 
sound, colour, 18 min., 1956),? is the best at present available. 

Dr. Beck, who delivers a filmed lecture, divides his objectives into 
restoration of the oxygen system and re-establishment of the heart- 
beat. The emergency lasts until the first has been achieved ; and time 
should not be wasted listening for heart-sounds, taking an electro- 
cardiogram, injecting adrenaline, dilating the anal sphincter, and so 
on. The routine should consist of oxygenation through an endo- 
tracheal tube and direct cardiac massage through a submammary 
incision. The second stage can be more leisurely. The method of 
performing cardiac massage is demonstrated on a dog’s heart, and a 
series of pressure tracings show the efficacy of different grasps on 
the heart and the importance of allowing adequate filling between 
each compression. 

A short film on Cardiac Massage (16 mm., mute, colour, 
2 min., 1956),' was made by Mr. B. B. Milstein at the Brompton 
Hospital, London. This is primarily a demonstration of the 
surgical approach to the heart, and the method of cardiac 
massage with the pericardium intact, through an incision in the 
pericardium and finally by bimanual compression of the heart. 
It was made to illustrate a lecture on the subject and is thus 
less complete than the other films. 

A new film, Cardiac Arrest (16 mm., sound, colour, 17 min., 
1958) ' by Dr. John Beard was shown at a recent meeting of 
the Faculty of Anesthetists at the Royal College of Surgeons 
of England. 

It opens with a lecture by Dr. Beard on the role of anox#mia in 
A man is then seen to collapse in an .outpatient 
department. The technique of cardiac massage is demonstrated on a 
rubber heart, and the difference between arrest and ventricular 
fibrillation is shown on an electrocardiogram. The patient is given 
oxygen from an anesthetic machine, and, since the carotid pulsation 
is absent and the pupils are dilated, a pharyngeal airway is inserted. 

An attendant takes over the positive-pressure respiration while 
the doctor incises the chest in the fourth left interspace, spreads the 
ribs, and applies cardiac massage. On the arrival of the surgeon, the 
first doctor returns to the head of the table and inserts an endotracheal 
tube. The second half of the film is devoted to a discussion on 
methods of restoring the heart-beat. Finally, mention is made of the 
sucrose solution if recovery is delayed. 


cardiac arrest 


intravenous injection of 50 


Royal College of Physicians of Edinburgh 

The William Cullen prize, awarded by the college every 
four years “‘ for the greatest benefit done to practical medicine ”’, 
has been awarded to Dr. W. Melville Arnott, professor of 
medicine in the University of Birmingham. 


Film Library, Imperial Chemical House, 


1. Available free from I.C.I 
Millbank, I 
2. Availabl 
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3. A B. B. Milstein, F.x.c.s°, Brompton Hospital, 


University of Bristol 
At recent examinations the foHowing were successful: 


M.D.—H. M. Leather, Henry Urich 

M.B.,Ch.B.—R. T. Marcus, Michael Nicholas, R. A. Sharpe (second-class 
honours); R. A. R. Abraham, Daphne M. Allen, Sarah M. Brewer, Barbara 
A. Brooking, John Brunning, R. A. Bunting, J. B. Burchill, Mervyn Busson, 
Joan R. Coombs, T. O. Dada, Phiisp Dent, S. V. C. Egonu, C. C. Entwistle, 
P. T. Gardner, R. A. G. Huish, G. H. Hulands, F. W. Lewis, Susi G. 
McConnell, Yvonne E. J. Marot, B. S. Milner, C. D 
Murphy, V. P. Nagpal, E. O. Olurin, Glenys R. Packer, M. LeM. Parker, 
M. P. Patel, A. P. C. H. Roome, M. H. Seymour, F. D. Skerrett, J. M. 
Slater, Ivor Surveyor, Lip Hing Thean, Umathevan Viswalingam, J. T. 
Ward, Juliet M. Whitehead, Mary G. Wilmot. 
University of Edinburgh 

The following appointments have been made: 

Mr. J. J. Mason Brown, reader in pediatric surgery; Dr. R. H. 
Girdwood, reader in medicine; Mr. G. D. Matthew, reader in 
obstetrics and gynecology; Dr. W. N. Morley, assistant in medicine; 


Dr. R. S. Nagle, lecturer in pathology. 


University of St. Andrews 

Dr. R. E. Coupland has been appointed to the Cox chair of 
anatomy in succession to Prof. D. Rutherford Dow, who retires 
on Sept. 30. The department is in Queen’s College, Dundee, 
and Dr. Coupland will be a member of that college. 

Dr. Coupland graduated M.B. with honours at Leeds in 1947, 
thereafter gaining the M.D. in 1952 and the PH.D. in 1954. Following 
a house appointment in surgery at Leeds General Infirmary, Dr. 
Coupland acted as demonstrator in anatomy at the university; and, 
after National Service with the R.A.F., he returned to Leeds in 1950 
as lecturer—the appointment which he holds at present. He spent 
a period during 1955-56 in the department of anatomy, University 
of Minnesota, as assistant professor. For some years Dr. Coupland 
has been interested in research into adrenal function and specially 
the distribution and function of chromaffin tissue. He has also 
worked on the transplantation of endocrine organs and on the histo- 
chemistry of the autonomic nervous system. He will take up his 
appointment on Oct. 1. 


University of Dublin 

At a recent examination the following were awarded the 
diploma in gynecology and obstetrics: 

F. C. Das, Gauri Deb, Azima Iqbal Qureshi, Sarah Ramachandran, 
I. Raychaudhuri, S. Sarkar. 
European Society of Hematology 

This society will hold a congress in Bedford College, 
Regent’s Park, London, N.W.1, from Sept. 7 to 12, 1959, 
It will be organised by the British section of the society under 
the presidency of Dr. J. F. Wilkinson. Further particulars 
may be had from the secretary, Dr. Ernst Neumark, depart- 
ment of pathology, St. Mary’s Hospital, W.2. 


W.H.O. Executive Board 

The Executive Board of the World Health Organisation met 
in Minneapolis, Minnesota, on June 16 and 17, under the 
chairmanship of Dr. Percy Moore (Canada). The Board 
established a special account to deal with gifts of smallpox 
vaccine offered by governments to assist in a smallpox eradica- 
tion campaign. The Board established a committee to be 
available for consultation with W.H.O.’s director-general in 
his further negotiations with the International Atomic Energy 
Agency with a view to concluding an agreement between the 
two agencies. 


Leyton, Alison J 


From July 1, under the National Health Service Contributions 
Act, 1958, the weekly contribution for the National Health Service 
will be increased by 6d. for men, 4d. for women, and 2d. for juveniles, 
with an additional 2d. from the employer in the case of employed 
persons. The new combined weekly rates of National Insurance and 
National Health Service contributions are set out in leaflet N.1.103, 
obtainable at Pensions and National Insurance offices. 


CORRIGENDUM: Carnegies Emergency Solution of L-Noradrenaline.— 
This is made up in ‘ Snapules ’ containing 0:2 mg. in 2 ml., and not 
2 mg. in 2 ml. as was stated in last week’s advertisement (p. 4). 


Births, Marriages, and Deaths 


|DEATHS 


LAMBERT.—On June 16, suddenly at Crowthorne, John Lambert, O.B.E. 
M.A., M.D., late medical officer of Wellington College, aged 78 
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In 
athlete’s 
foot 


and other 
fungal 
infections of 
the skin 


TINEA CRURIS - TINEA CAPITIS - TINEA VERSICOLOR 


* fungicidal and bactericidal TEOQUIL GEL 
in bottles of 28 c.c. 
with brush 


TEOQUIL DUSTING POWDER 
in polythene ‘puffer’ 
bottles containing 

25 grammes 


* rapidly effective in low concentrations 


* markedly antipruritic 


* especially useful in resistant cases 


* does not stain skin or clothing 


Manufactured in England by ALLEN AND HANBURYS LIMITED - LONDON E2 
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The SAFE 
Infants Sedative 


FORMULA 
Pyridoxin. Hyd. B.P.C. . 2 mg. 
Ree EP... 1 mg. 
Potass. Bromid. B.P. . . . . 60 mg. 
Chloral Hydrat. B.P. . . . 60 mg. 


in each fluid drachm 


Irritability and restlessness in infants may 
be caused by deficiency of the vitamins 
pyridoxine and aneurine. PHALDRONE combines 
Bromide and Chloral in a well-established and 
safe dosage, together with adequate amounts of 
the vitamins to correct any deficiency. Pleasantly 
flavoured for easy acceptance. 


DOSAGE—+ to 4 fl. drachms according to 
age, to be repeated in 6 hours. 


PACKINGS—+4, 16, 32 and 8o fl. oz. 


Professional samples available on re quest. 


/____ PHILIP HARRIS LTD 


144 Edmund Street, Birmingham, 3. 


Telephone: Central 4211 (5 lines). Telegrams: ‘*Science, Birmingham’’. 


Ambulatory treatment 
of the ulcerated leg... 


Of proved success in pressure bandaging Lestreflex Diachylon 


DALMAS 
‘Ustic 
BANDAGE 
Lestrefle4 


Bandage alleviates pain, promotes rapid healing. It is innocuous 
to newly formed tissues and leucocytes and can be used on 
sensitive patients with minimal risk of plaster idiosyncrasy. 


LESTREFLEX exasric piacuyton 


DALZOBAND ze paste BANDAGE 


No.2: Zinc Paste Medicament. 
No. 2x: Extra moist. 
: No.3: Zinc Paste and ichthammol 2%. 
Never losing its No. 3x: Extra moist. 
moistness, Dalzoband No. 3EM : Extra soft. 
is always ready for No.4: Zinc Paste with urethane 2% and 
use, never becomes ichthammol 2%. 
uncomfortable with No.5: Zinc Paste with urethane 2% and 
ear. Formulations calamine 5.757. 
No. 6: Zinc Paste with coaltar 
4 4 No. 6x: Extra moist. 
No. 20: Zine Paste with lodochlorhydroxy 
with varicose ulcer. uinoline 1%. 
The above bandages (except No. 20) 
available on E.C.10. 


Samples and literoture from DALMAS LTD., JUNIOR STREET, LEICESTER @ 


q 
i 
/ 
Ce 
\ ty 
\ tj 
Y 
G j 
Fully spread or ventilated spread. 3” and 4” width x 3 yds. Available on E.C.10 ae a 
J 
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ROBINS ANCHORING FORCEPS 


FOR DIATHERMY CORDS AND SUCTION TUBES 


DOWN BROS. and MAYER & PHELPS Ltd. 
SURGICAL INSTRUMENT MAKERS 
Head O ffice : 
CHURCH PATH, MITCHAM, SURREY. Tel, MiTcham 6291 
Showrooms and Branches: 
32-34, NEW CAVENDISH ST., LONDON, W.1 * 70, GRENVILLE ST., TORONTO, CANADA 
Tel. WELbeck 3764 Tel. WAlnut 1-8737 


COMPANIES 


Stainless Steel is a very strong, durable material. It is easy “SILVER FOX” 


to clean. That is why its application to hospital equipment, 


laboratory ware and hospital table ware is extending very ST. ‘AINLESS STEELS 


rapidly. It is an excellent investment. 


Regd. Trade Marks 


SAMUEL FOX & COMPANY LIMITED - STOCKSBRIDGE WORKS - SHEFFIELD 


A subsidiary company of The United Steel Companies Limited F440 
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Third Edition. Completely revised. Pp. xii+1580. 
1594 illustrations (11 coloured plates). 


£8 10s. net. 


Surgeon, Royal Free Hospital, London. 


With-profits policies effected this With contributions by 24 British and American Authorities. 
year, subject to full annual premiums, will “... far and away the best book on abdominal 
k for ONE YEAR'S BONUS as at operations. —British Journal of Surgery. 
FOr the most authoritative and comprehensive book 
31st December 1958, the date of the next we possess...” —Postgraduate Medical Journal. 


DIVISION OF PROFITS 


For particulars of how you may become a member 
of this vigorous profit-sharing Society, write to 


LONDON: H. K. LEWIS & Co. Ltd. 
136, GOWER STREET, W.C.1. 


SCOTTISH WIDOWS’ 


FUND Telephone: PINNER 234 
ering from all forms of 


. A private Nursing Home for patients su 
_ . Nervous and Psychological illness. Forty-four patients of both sexes. A 
AND LIFE ASSURANCE SOCIETY certain number of elderly patients received. All modern forms of treat- 
ment. Psychotherapy, Electroplexy, Modified Insulin, etc. Two country 
houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 
north-west of London. Frequent trains Baker Street Station to Pinner. 
One-quarter of a mile from Pinner Station. 
Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 


sient Offee 9$t || SPRINGFIELD HOUSE 


London Offices Phone: BEpFoRD 3417 Near BEDFORD 
28 Cornhill, E.C.3 and 17 Waterloo Place, S.W.1 for MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 


For forms of admission, &c., apply to the Resident Physician 
CepDRIc W. Bower. 


INTERVIEWS IN LONDON BY APPOINTMENT. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians —BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537. 
BOWDEN HOUSE HEIGHAM HALL, NORWICH 
HARROW-ON-THE-HILL, MIDDLESEX PRIVATE MENTAL HOME for Nervous and Mental illness. All types 
Established in 1911 Tel.: BYRon 1011 & 4772 | of treatment carried out. Accommodation for Alcoholics and Addicts 
on for available. Special Geriatric Unit now open. Fees from 7 gns. per week 
A private clinic for the treatment of the neuroses and nervous ‘ 

disorders by psychotherapy and all modern physical therapies. upwards according to requirements. 

Apply: MepicaL DirecTror Apply to Dr. J. A. SMALL Telephone: Norwich 20080 


ST. ANDREW’S HOSPITAL venta 


PRESIDENT: THE EARL SPENCER 
MEDICAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with + nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 
can be provided. 

WANTAGE HOUSE. This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by 
the most modern methods; insulin treatment is available for suitable cases. It also contains Laboratories for biochemical, 
bacteriological and pathological research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 
and farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seaside home of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at 
Lianfairfechan, amidst the finest scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 
house on the seashore. There is trout-fishing in the park. 


For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who can be 
seen in London by appointment. 
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THE MEDICAL PROTECTION SOCIETY uimirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Vacancies 
ACADEMIC AND EDUCATIONAL Page | Shrewsbury. Eye, Ear & Throat. Sr. Ryde. Royal I.W. County. Pre-reg. 
TIV Northern Ireland Hosp Auth. ‘Locum Sa isbury ‘Gen. 5% 
MINIS E ps. 
B. Trainee 40 Sr. H.M.O. or Cons. @ Salisbury Group H. Reg. 52 
ANASTHETICS GERIATRICS Salon" Infy./Cop- 
North West Met. R.H.B. P.-t. Cons. 40 | Cardiff. St. David's. Sr. H.( 46 thorne. H.¢ i, 
Barnsley. Beckett. Locum Sr. H.O... 43 | Hornchurch. St. George's. ar. H.M.O. 48 Slough. Sacto: “Locum Reg. and Pre- 
Bishop Auckland. Gen. Sr. H.O. or Kettering & Dist. H.M.C. -H.0... 48 reg. H.O. 52 
Jr. H.M.O. .. 44 | Manchester. Withington. Sr. H.O. . 49 | South East Northumbe rland H.M.C. 
Bolton & Dist. H.M.C. Sr. H.O. 44 | Warrington & Dist. H.M.C. Sr. H.O. 54 Pre-reg. H.O.’s 52 
Burnley & Dist. H.M.C. Sr. H.O. .. 45 t G ( 59 
Burton-on-Trent Gen. Jr. H.M.O. .. 45 | INFECTIOUS DISEASES my oO 58 
Chichester Group H.M.C. Locum Sr Cardiff Isolation. Sr. H.O. .. - H.M.C. Pre-re; 
49 | Huddersfield. Mill Hill. Jr. H.M.O. 48 & Buxton H.M.C. Pre-reg. 53 
wen 48 | Portsmouth Group H.M.C. Sr. H.O. 51 ‘Trent. City Gen. 53 
Leeds R.H.B. Regs. .. 48 | MEDICINE Stoke-on-Trent. City Gen. H.O. :. 53 
Leeds R.H.B. Sr. Reg. & Reg. 42,49 | Chingford, E.4. H.O. 41 | Stoke-on-Trent. North Staffs Royal 
Oxford R.H.B. Reg -. 50] Lambeth, 8.E.11. H.O. a 42 Infy. Pre-reg. H.O. 53 
Pontypridd & Rhondda H.M.C. Sr. London Jewish, E.1. H.O.’s . 42 | Swindon & Dist, H.M.C. H.O. 53 
Hu 51] Mildmay Mission, E.2. .Pre- “re H.O. 42 Wakefie Pinderfields Gen. Locum 
Ports Group H. MC. Locum Princess Be atrice, s.W. reg. 42 Sr. 53 
Reg. & Queen Mary's Hosp. for the East bind, Walsall M.C. 0.’ 54 
Sellebary ‘Group H.M.C. Reg. 52 15. P.-t. Clin. Asst. (G.P.) ‘ 43 | Watford ‘Peace Mem. Pre- -reg. H.O. 54 
Albans City. L on um Reg. 52 James’, 8 .W. 12 by re-reg. H.O. 43] Wigan. Royal Albert Edward Infy. 
Trent. North Stas Royal St. Mary's, Re 43 oo” 
Infy. Sr. H.O. 53 | St. Mary's, ,& North West Met, Windsor. King Edward VII. H.O... 54 
Taunton & Somerset. Sr. H.O. 53 R.H.B. Reg. 43 | Wolve Royal. Pre-reg. 
Warwick. Sr. H.O. 54 | Wimbledon, 8.W.20. Sr. 43 1.0." .. 54 
Watford. Peace Mem. Sr. H.O. 54 | Alton Gen. Sr. H.O. 43 Worcester Royal Infy. Locum Sr. 
Welsh R.H.B. Reg. . - .. 64] Altrincham Gen. Sr. H.O. & Pre- -reg. 54 
West Cumberland H.M.C. Jr. H.M.O. 54 43 Maelor Gen. & War Mem. 
Worcester. Ronkswood. Sr. H.O. .. 52] Ashton, Hyde & Glossop "HM.C. Hosps. Pre-reg. H.O.’s 54 
Turkey. Ankara. Anesthetist 41 H.0.'s -- 43] Yeovil Gen. Sr. H.O 
Bexhill, Sussex. Sr. H.O. 44 | Northern Ireland Hosps. Auth. Sr. 
Blackburn & Dist. H.M.C. Sr. H.0. 44| 55 

Turkey. Ankara. Biochemist. 41 Blackburn & Dist. H.M.C. H.O.’s 44 Je co (OS 
CASUALTY Bolton & Dist. H.M.C. Sr. H.O. & monpeD ANATOMY 
Connaught, F.17. Sr. H.O. .. 1.0.'s 44 Mary's, W.2, & West Met. 
Royal Eye, s Sr. .. 42] Bournemouth. Royal Victoria. H.0.’s 44 H.B. Sr. Reg. . 43 

estminster Child.’s, 8 Be O. or Bradford Royal Infy. Sr. H.O. 45 

sr. H.O. 43 | Bradford, St. Luke's. Sr. 45 National Hosps, 
Aylesbury. Royal Bucks. Sr. 43 | Bristol. Manor Park. Jr. H.M.O. 45 49 
Bebington. Clatterbridge. Mi. oO. Burnley & Dist. H.M.C. H.O.’s 45 

or Locum ‘ 44 | Canterbury. Kent & Canterbury. Sr. Ww akeriela ‘ia. Pinderfields Gen. Sr. 53 
Birmingham U nited Hosps. ‘Sr. H.0. 44 @& 

Blackburn Royal Infy. Sr. H.O. , 44 | Carlisle. Cumberland Infy., City Gen. NEUROSURGERY 
Bury & Rossendale H.M.C. Sr. H.O. 45 & City Maty. Hosps. Sr. ). 46 | Regional preuseauaptons Camige, 6. E.18, 
Cambridge United Hosps. Sr. H.O. 45 | Chester-le-Street. Gen. H.O. 46 Sr. H.O. 42 
Cardiff H.M.C. Sr. H.O. 45 | Colchester Group H.M.C. Sr. H.O. & Preston Royal infy. Sr. H.0. 51 
Luton Sr. H.O 49 H.O 46 | South Western R.H.B. Sr. Reg. or Reg. 53 
Maidenhead. Sr. H.O. 49 ‘ld. East Sr. “HL. oO. & 

Manchester. Ancoats. Sr. H. ‘0. 49 46 41 
Mane R.H.B. Sr. ‘asualty Ebbw vale Gen. Jr. H.M.O. 46 | ¢ Mi idle, Ww. H.O. 41 

Office ‘ 40 | Enfield. Chase Farm. H.O. .. 7] N.4. Sr. O.. 41 
Mexborough. Montage. Locum Sr. Enfield. War Mem. Sr. H.¢ 4s G N. 21. H.O.. 42 

50 | Ginagow. Vitoria infy, Sr. 47 Nath Middlesex, N.18. H.O. 
Nottingbam Gen. Sr. H.¢ 50 | Grimsby Gen. Reg. .. 47 North oa Met. R.H.B. Reg. 42 
I Devon Corn- He le, ornwall. St. Michael's. Ballochmyle, Ayrshire. H.O. 43 
Bartholomew's. Sr. Wycombe. War Mem. Pre-reg. 47 | Cante rbury. Kent & ( ‘anterbury. H.O. 45 
Romford. Oldehurch. Locum sr. H.0. 51 | High Wycombe. War Mem. ‘Sr. H.0. 48 | ‘ 
Taunton & Somerset. Sr. H.¢ 53 | Hitchin. Lister. H.O. os 4&7 Chelt ; » H. M.C oO. 46 
Warrington Infy. Jr. H.M.O. -. 64 rsfield Royal Infy.  Pre-reg. I eda FLELB. 48 
Weston-super-Mare Gen. Sr. H.O. .. 54 H.¢ RH. Res, 49 
CHEST AND TU BERCU ‘LOSIS Hudde rsfie ld. St. Luke 8s. Jr. H.M.O. 48 Leicester Royal Infy. Locum Sr. H. 0. 49 

> | Liford. King George. -reg. H.O. 48 

Cardiff. Glan Ely. H 0 46 Nottingham Cit -. 6&0 
Colchester Group H.M.C. Sr. H.O. 46 k 48 Dontypridd & hinds H.M.C. Sr. 
Epping. St. Margaret’s. Sr. H.O. orfolk & King’s 51 
Skipton. Grassington. Sr. H.O. 52 Lynn Gen. H. 4 Rochford, Essex. Gen. Locum Reg.. 51 
Southend-on-Sea. Lancaster House Kingston, ss 1 Regs 48 | Scotland. Western R.H.B. Regs. 52 

Chest Clinic. Locum Sr. Reg 52 poy we ore: nfy. Pre- reg. _ O. 48 Slough. Upton. H.O.. 52 
Wakefield. Pinderfields Gen. Sr. H.0. 53 seeds H.B F- 48 Southampton Gen. Pre- reg. H.O. 52 
DENTAL SURGERY Gen. ‘Pre-reg. * | St- Asaph Gen., Flintshize, 58 

Eastman Dental Hosp. & Inst. of ce Ge, & Buxton H.M.C. Pre-reg. 

Dental Surgery, W.C.1. Reg. 42 | Louth. County. Sr. H.O. 
Salisbury Group H.M.C. Reg. 52 | Manchester R.H.B. Reg Stockport. Stepping Hill. Sr. H.O... 53 

Swansea. Mount Pleasant. Sr. H.O... 53 
DERMATOLOGY Middlesbrough. Hemlington. ‘HO... 50 | Wrexham. Trevalyn Manor Maty 
London, E.1. Reg 42 Newark Gen. Jr. H. & H.O 2 
St. John’s" Hosp. for Diseases of the Newcastle R.H.B. 50 

Skin, W.C.2. Sr 43 Newmarket Gen. H.O. ‘ .. 50 | OPHTHALMOLOGY 
Liverpool. Newshem Gen. &r. H.O. 49 Gen. Pre-reg. H.O.’s & Sussex Sr. oO. 
EAR, NOSE AND THROAT Pontypridd & Rhondda H.M.C. sr. r Cardift U "ited Hosps. “Reg 46 
Brompton, 8.W.3. P.-t. Clin. Asst. . 1 H.O.'s 5 Maidstone. Kent ¢ Ophthalmic 
Royal National T. N. & E., W. H. 0. 42] Portsmouth Group H.M.C. &r. H. 0. 5i and Aural. Sr. H.O 49 
Cambridge United Hosps. H.O. 45 | Rhyl. Royal Alexandra. H.O. 51 | Sheffield United Hosps. Reg 52 
Leeds R.H.B. Reg. 48 | Rochdale & Dist. H.M.C. H.O.’s .. 51 | Wolverhampton & ‘Midland ‘Counties 
Maidstone. Kent ¢ ‘ounty Ophthalmic Rochford, Essex. Gen, Locum Sr. Eye Infy. Sr. 54 

and Aural. Sr. H.O. 49 BQO. (Continued overleaf) 
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ORTHOP ZDICS 

Paddington Gen., W.9 Locum P.-t. 
As Orthopedic 

in 

Ashford 

Bright H.o 

Bright 

Burton-on-Trent Gen. Pre-ree. H.O. 

rdif rince of Wales Orthopaedic 

Carlisle. Cumberland Infy., City Gen 
& City Maty. Hosps. sr. H.O 
arluke Lanarkshire Law Jr 


H.M.O. or Sr. H.O. & Pre-reg. 
Glasgow Roval Infy Ir. 
Harefield & Northwood Group H.M.~( 


Leeds R.H.B. Reg 


Leeds Woodlands Orthopedic Sr. 
H.o 
Mansfield. Harlow Wood Orthopewdik 


Middlesbrough Gen, Sr. H.O 

Nottingham Gen. Sr. H.O 

PI it! Mount Gold. sr. H.O 

Portsmouth Group H.M.C. Sr. H.0. & 
H.O 


I ling. Battle. H.O 

Romford. Oldchurch. H.O 

Rotherhar Reg 

Salisbury Get Reg 

= vend -« Sr. H.O. 

sen 

Tunbridge: l Pembury Pre-reg 
H.O 

WwW erhar sr. H.O 

WwW ester 

Wrexha H.O 

PZDIATRICS 

Queen Charlotte’s & Chelsea Hosps. 


=r “HO 
Queen Elizabeth Hosp. for Child 


Birmingham. Little Bromwich. H.O 
Royal Alexandra Hosp. for 


Chelmsford. St. John’s 


=r. HO 


burhan Dryburn. H.O 
Hempstead West Herts 
Sr. H.O 
Hos School for Epileptic 
Deputy Med. Supt sr. 


Luton & Dunstable H.O 
Pontypridd & Khondda H.M.( =r 


Portsmouth Group H.M.C. Pre-reg 
H.O 

“alford. Hope Sr. H.O. & H.O. 

Stoke-on-Trent. City Gen. Sr. H.O 

Stoke-on-Trent City Gen Pre-reg 


Walsall H.M.« H.O 
Wolverhampton. Royal. Pre-reg. H.O. 
Wrexham. Maelor Gen. H.0. 


PATHOLOGY 


E.2. Reg 
19. Reg 
sr. H.O 
H.B. Cons 
ted I Sr. H.0 


um United Hosps 
am United Hosps. Sr. H.O 
Kent & Canterbury 
(.H.B. Locum Sr. H.MA). 


ted Hosps. Sr. H.O 
Rhondda H.M.. 


PHYSICAL MEDICINE 
Edgware Gen. P.-t. Clin. Asst 
South East Met. R.H.B. Cons. 


PLASTIC SURGERY 

Royal Free, W.C.1. P.-t. Cons 

East Grinstead. Queen Victoria. H.O. 
PSYCHIATRY 

11. Jr. H.M.O. 


H.O 
Hosp., S.E.5 P.-t. 


Herts Leavesden 


Birmingham R.H.B. Sr. Ree 
Bristol Mental H.M.C. Sr. H.O 
Colchester. Severalls. Sr. H.O. 


Epsom. West Park. Reg 


Leeds R.H.B. Sr lew. & 
Leeds United Hosps., R.H.B. Sr. Reg. 
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South-Eastern R.H.B. 


aland. Otago H« 


RADIOTHERAPY 


WWW DS Wh 


Derbyshire Child.’s. H.O. or 


Birmingham United Hosps 


Alexandra Hosp. for 


Koval Sussex County 


Mary's Hosp. for 


esend & North Kent. 
Guildford. Royal Surrey County. H.O. 


Royal East Sussex. Locum 


War Mem. H.0.’s 47 


Huddersfield Royal Infy. 
Huntingdon County. 
Ipswich & East suffolk. 


r Reg ix Lancaster Royal Infy. 


Lincoln County. H.O.'s 
Maidenhead. Pre-reg. H.O. 
Maidstone... West Kent Gen. Pre-reg. 
Manchester. Booth Hall Child.’s 
Manchester R.H.B. Reg. 
Manchester. Withington. Sr. H.O. .. 
Middlesbrough Gen. Sr. H.O 
Middlesbrough. Hemlington. Sr. H.O. 
Morecambe. Queen Victoria. Sr. H.O. 
Nottingham Gen. Sr. H.O0. & Pre-reg. 
H.0).'s 


| Orpington, Kent. Pre-regw. H.O. 


Plymouth. South Devon & East Corn 
wall. Pre-reg. H.O.'s ‘ 
Plymouth. South Devon & East Corn- 

wall. Sr. H.O. 
Portsmouth Group H.M.C.  Pre-reg. 
1.0.'s ‘ 
Redhill. East Surrey Pre-reg. H.O. 
Rhyl. Royal Alexandra. H.O. ‘ 
Rochester St. Bartholomew's. Pre 


reg. H.O. 

Romford. Rush Green. H.O. os 
Romford Rush Green. Locum Sr. 
H.O ‘ 
Rotherham. Moorgate Gen. Locum 
Sr. H.O. ‘ ‘ 


Rotherham. Reg 
Salisbury Gen. Sr. H.O. or H.O. & 
Seunthorpe & Dist. War Mem. Pre- 
reg. H.O. or Sr. H.O, 
Seotland South - Bastern R,H.B. 
Locum Cons. 
Scotland. South-Eastern R.H.B. Reg. 
Scotland. Western R.H.B. P.-t. Cons. 
Scotland. Western R.H.B teg. 
Slough. Upton. Pre-reg. H.O.'s 
South East Northumberland H.M.C, 
Pre-reg. H.O 


Southport Gen. Infy. H.O. 
Stafford. Staffordshire Gen. Infy. 

Pre-reg. H.O 
St. Helens & Dist. H.M.C. Locum 


or Sr. H.O 
Stockport & Buxton H.M.C. Pre-reg. 
H.O 
Stoke-on-Trent. City Gen. Pre-reg. 
H.O.'s 
Stoke-on-Trent. North Staffs Royal 
Taunton & Somerset. Pre-reg. H.O.'s 
rredegar Gen. H.O 
Tunbridge Wells. Pembury. Pre-reg. 
ee 


Walsall H.M.« H.0).'s 

Watford. Peace Mem. Pre-reg. H.O. 

Weston-super-Mare Gen. Pre-reg. 

Wigan Royal Albert Edward Infy. 
Pre-reg. H.O. 


Wolverhampton. Royal. Pre-reg. 

Worcester Royal Infy. & Ronkswood 
Hosp. H.O 


Hosps. Pre-reg. H.O.'s 
Australia. Prince Henry's Hosp., 
Melbourne. Hon. Surgeon 
Canada. Regina Gen. Asst. Residents 
& Residents 
Turkey. Ankara. Surgeon 
THORACIC SURGERY 
Colindale, N.W.9 Reg. 
London Chest, F.2. Sr. H.O. or Reg. 
North Middlesex, N.18. Locum Reg. 
Nottingham City. Sr. H.O. .. ; 
Sully, Glam. Sr. H.O. is d's 
Wakefield. Pinderfields Gen. Sr. H.O. 
Welsh R.H.B. Reg. 
UROLOGY 
St. Peter's, St. Paul's & St. Philip's. 
VENEREOLOGY 
St. Thomas's, S.E.1. P.-t. Jr. H.M.O. 
GENERAL 
Canada. Oakville-Trafalgar Mem. In- 
ternships es 
Canada. Regina Gen. Jr. Rotating 
Internships as es 
New York. New Rochelle. Interne- 
ships . ‘ 
PUBLIC APPOINTMENTS 
NON-MEDICAL 
GENERAL PRACTICE 
MISCELLANEOUS 


The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital 


by appointment. 


| Neweastle Reg. : 49 
Newcastle United Hosps. Sr. H.O. 50 49 
0 Retford, Notts Rampton. Med. | 
| Supt. (Cons. ) 41 | 49 
43 | Scotland. Western R.H.B. Regs 2 49 
43 | Shrewsbury. Shelton Mental. Jr. | 49 
44 H.M.0 52 
44 Stone, Bucks. St. John’s. Sr. H.O. 3 | 5g 
45 | Welsh R.H.B. Sr. Reg a4 50 
| 
{5 | RADIOLOGY 
Elizabeth Garrett Anderson, N.W.1. 30 
16 P.-t. Cons 50 
Birmingham R.H.B. P.-t. Cons 40 
16 | Manchester R.H.B. Sr. Regs 49 
47 Scotland North-Eastern KR.H.B. 
Cons 41 | 50 
47 Scotland. Reg. 52 
49 | Sheffield R.H.B. Cons. 41 51 
Sheffield | Hosps. & R.H.B. Sr. 51 
| | 51 
50 | Marie Curie, N.W.3. Locum H.O 42 . 
Marie Curie, N.W.3. H.O 42 51 
51 | Oxford R.H.B. Locum Cons 41 
| Scotland. Western R.H.B. sr. Reg... 52 
52 
| SURGERY 
| Bethnal Green, E.2. Pre-reg. H.O,.. 41 52 
> | Elizabeth Garrett Anderson, N.W.1. 
Locum H.O 41 
Hackney, E.9. H.O. 52 
Highlands Gen., N.21. H.O. 41 
| Memorial, S.E.18. H.0O.'s 52 
54 | Mildmay Mission, E.2. Pre-reg. H.O. 52 
Nelson, §.W.20 H.o 
Putney, 8.W.15 ‘ 52 
| Royal Marsden, 3.W.3. H.O. 52 
; St. Mark’s, E.C.1. P.-t. Cons. ° 53 
Abervetwyth. Gen. Sr. H.O 
Altrincham tien. Pre-reg. H.O 52 
‘5 Barnstaple. North Devon Infy. Pre 53 
ree. H.O 
H Barry Accident & Surgical. Sr. H.O. | 53 
16 hie rley W est wood H.0O. or Sr. 453 
42 H.O 53 
46 Bexhill, Sussex. Pre-reg. H.O. 53 
47 | Birmingham Accident. H.O. 
Bishop's Stortford Herts & Essex 
‘1 Gen. Pre-reg. H.O 
19 Blackburn & Dist. H.M.« H.0.'s : 
Bolton & Dist. H.O.'s | 
51 Brighton Gen. H.O P 5 
51 Brighton New Sussex Hosp. for | a 
Women. Locum Sr. H.O 45] 
| Brighton. Royal 
Sick Child. H.O 5 
Brighton, Pre- 55 
54 reg. H.O 44 
54 | Bristol. Cossham Mem. Sr. H.0O. 15 41 
Burnley & Dist. H.M.C. H.O.’s 15 
PF Burton-on-Trent Gen Pre-reg. H.O. 45 55 
London Chest _ $2 | Cambridge United Hosps. H.O.’s .. 45 41 
Whittington. 43 | Cardiff. Rookwood. Sr. H.O & 
Ashford, M 43 | Carshalton. Queen 
Birminghas 0 | Child. Reg 41 
Birming 44 | Cheltenham Gen. H.O. 42 
Birming 44 | Chesterfield Royal. H.O. . 46 42 
Canterb Chester-le-Street. Gen. H.O.'s 16 50 
=r. Ho 45 | Chichester‘st. Richard's. Pre-reg.H.O0. 46 53 
Liverpool 4 | olchester Group H.M.C. H.O. 16 53 
Manchester t 49 | Dorchester. Dorset County. Pre-reg. a4 
H.O 51 | Noble's Isle of Man. &r. 
Sheffield United Hosps. Reg. 52 | H. 17 
Worthing Group Douglas. Noble's Isle of Man. Pre 43 
Canad Regina Ger Asst. Residents 5% | ree. H.O 47 
| Driffield. East Riding Gen. H.O. .. 46 43 
| Epping. St. Margaret's. Sr. H.O. 47 
‘1 Gravesend & North Kent Pre-reg. 
55 
47 | Ha 47 | 55 
| Pre-reg. H.O. or Sr. H.O 
42 Hastings Royal East Sussex. Pre- 55 
King’s College Hastings. St. Helen's. Pre-reg. H.O. 47 po 
‘ ons 40 Hemel Hempstead. West Herts. Pre- | 56 
Abbots Langley . reg. H.O.'s 47 | 56 
.. 43 | Hertford ¢ ‘7 
- 44 | High Wycombe 48 
5 Hit List 47 
16 | H.0. oe 48 
Leeds R.H.B. Reg. .. 
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Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


F.R.S., will deliver the 
TUESDAY, 8TH JULY, 


BROWN, C.B.E., F.R.C.P. 
ABRAHAMS LECTURE on 

at the College, Pall Mall East, S.W.1. 

Mode of Action of Sympathetic Nerves.”’ 

Medical Profession admitted on presenta- 


Sir LINDOR 
BERTRAM LOUIS 
1958, at 5 P.M. 3 

Subject: The 

Any member of the 
tion of doctor's card. 

By order of the President. 
HAROLD BoLpERO, Registrar. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


will deliver the 


PETER BRIAN MEDAWAR, ©.B.E., D.80., F.R.S., 
1958, at 5 P.M. 


F. E. WILLIAMS LECTURE On THURSDAY, LOUTH JULY, 
at the College, Pall Mall East, 8.W.1. 

Subject: “ The Biology of Ageing.”’ 

Any member of the Medical Profession admitted on presenta- 
tion of doctor's card. 

By order of the President. 
HaRoLpD BoLpEeRo, Registrar. 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 


ane 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 


MACKENZIE MACKINNON RESEARCH FELLOWSHIP 

Applications are invited for Fellowships for research in medicine 
or surgery. The Fellowships may be in the form of grants to 
assist research and may be whole- or part-time. 

Candidates must hold a medical qualification registrable in 
this country or a University degree. 

The honorarium will be at the discretion of the joint Com- 
mittee, and will be £1200 p.a. whole-time or not less than £500 
part-time according to experience and the amount of time avail- 
able for research. , Superannuation arrangements, if already in 
force, may be continued. 

A grant for expenses may be paid to the institution where the 
research is carried out. 

Applications must be submitted through a medical school. 
Further particulars and appl'cation forms may be obtained from 
the Assistant Secretary, Royal College of Surgeons, Lincoln’s 
Inn-fields, London, W.C.2. The closing date for applications is 
14th September, 1958. KENNEDY CASSELS, Secretary. 

SOCIETY OF APOTHECARIES OF LONDON 


DIPLOMA IN INDUSTRIAL HEALTH 


The next Examination will begin on MONDAY, 14TH JULY, 1958. 
The following Examination will be held in DECEMBER, 1958. 
For Regulations apply Registrar, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 
UNIVERSITY OF LONDON 
A LECTURE entitled “ Veno-Occlusive Disease of the Liver’ 
oe be delivered by Professor Gerrit Bras (West Indies) at 
~.M. on 7TH JULY at St. Mary’s Hospital Medical School 


iw right-Fleming Institute Lecture Theatre), Norfolk-place, W.2 
Admission free, without ticket. 


JAMES HENDERSON, Academic 
UNIVERSITY OF LONDON 


Registrar. 


A LECTURE entitled Hemolytic Anwmia will be delivered 
by Professor T. HALE Ham (Western Reserve University) at 
4.30 P.M. on 2ND JULY at the London Medical Collewe 
(Bearstead Lecture Theatre), Turner-street, E. 

Admission free, without ticket. 

JAMES HENDERSON, Academic 
UNIVERSITY OF LONDON 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
INSTITUTE OF NEUROLOGY 
(Queen -square ) 


Registrar. 


2 COURSES OF CLINICAL DEMONSTRATIONS open to Postgraduates 
will be held at The National Hospital, Queen-square, on WEDNES- 
DAYS at 4.15 P.M. from 9TH JULY to 24TH SEPTEMBER, 1958, 
inclusive, and on SATURDAYS at 10.30 a.m. from 12TH JULY to 
27TH SEPTEMBER, 1958, inclusive. 

The fee for attending either of these courses is 2 

Application for a ticket should be made to The Dean, Institute 
of Neurology, The National Hospital, Queen-square, W.C.1, and 
a remittance to cover the fee enclosed. Only postal applications 
will be considered. 

THE ROYAL MEDICAL FOUNDATION OF 
EPSOM COLLEGE 


guineas. 


The ANNUAL GENERAL MEETING of the Governors will be held 
On WEDNESDAY, 16TH JULY, 1958, at 3.30 P.m., in the Council 
Room of the Medical Defence Union, on the third floor of Tavis- 
tock House South, Entrance ID, Tavistock-square, London, W.C.1. 

In addition to ordinary business the agenda will include the 
filling of the 10 annual vacancies on the Council, for which the 
following Governors are recommended by the Council: 

Major-General A. E. Campbell, Mr. D. S. Clogg, Dr. R. Cove- 
Smith, Mr. J. Chuter Ede, Mr. J. N. Eggar, Brigadier H. Ll. Glyn 
Hughes, Mr. J. Kirwan-Taylor, At Marshal Sir Patrick Lee- 
Potter, Mrs. N. H. Nicholls, Mr. K. Turpin. 

By order of ‘the Council. 
A. Y. CANN, Secretary. 


THE UNIVERSITY OF LEEDS 


DIPLOMA IN PSYCHOLOGICAL MEDICINE 

A course for the Diploma in Psychological Medicine will 
commence in OCTOBER, 1958, if sufficient entries are received. 
Instruction will be part-time and will occupy approximately 
14 days a week during 9 academic terms (3 years). 

Further particulars may be obtained from the Secretary, 
School of Medicine, Thoresby-place, Leeds, 2, to ~ applica- 
tion for admission to the course should be sent as soon as possible. 


THE MIDDLESEX HOSPITAL MEDICAL SCHOOL 
London, W.1 


THE COMFORT CROOKSHANK AWARD FOR CANCER RESEARCH 
The late Miss Bessie ©. CROOKSHANK, by gifts of money to 

The Middlesex Hospital Medical School, created a Fund known as 
‘The Comfort Crookshank Award for Cancer Research’’, the 

interest to be used triennially to award a Prize to someone who 


had made valuable contributions to Cancer Research. 
The Council of the Middlesex Hospital Medical School has 
made the third award, that for 1957, to Professor CHARLES 


HvuGGINs, Professor of Surgery at the University of Chicago, The 
United States of America. 

Professor Huggins has accepted the Award, and an invitation 
to deliver .a Lecture at the Middlesex Hospital Medical School 
at 3.30 P.M. On THURSDAY, 3RD JULY, in the Clinical Lecture 
Theatre on the first floor crosspiece of the Hospital. The title 
of his Lecture will be ** Cancer of the Prostate 

Medical practitioners wishing to attend are requested to appl 
for tickets to the School Secretary, The Middlesex Hospital, 
London, W.1. 
THE FIRST CATHERINE CHISHOLM MEMORIAL 

LECTURE 


Will be de ‘live red by Professor ARVID WALLGREEN, 


Subject: “A Lifetime of Pediatrics. 
MONDAY, 30TH JUNE, 1958, at 5.30 P.M. in The Clinical Science 
Building, York-place, Manchester, 13. 


ST. GEORGE'S HOSPITAL MEDICAL SCHOOL (Uni- 
VERSITY OF LONDON), Applications are invited for the post of 
LECTURER (MEDICAL) HISTOPATHOLOGY from 
medical graduates with some experience in medical laboratory 
work. Salary scale £1150-£1750, with children’s allowances and 
F.S.8.U. benefits. 
Applications, including the names of referees, should reach 
The Secretary, Department of Pathology (from whom further 
particulars can be obtained), by Ist August, 1958. 
THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 


HYGIENE invites applications for the post of INDUSTRIAL 
HYGIENIST to the Laboratories of the Institute, 23, Queen- 
square, London, W.C.1. Starting salary not less than £1500 p.a. 


to the 


Applications, stating age, qualifications and experience, 
1958. 


Secretary, 28, Portland-place, W.1, not later than 31st July, 
Further particulars may be obtained from the Secretary. 
UNIVERSITY OF BIRMINGHAM. Department of Padia- 
TRICS AND CHILD HEALTH. Applications are invited for the post of 
RESEARCH FELLOW in the above-mentioned Department, 
vacant on Ist September, 1958. The salary will be in the range 
£700-—£1000 a year. The person appointed will be expected to 
engage in research in pediatrics and to assist in clinical work 
and undergraduate teaching. 

Applications, giving details of experience and the names of 

2 referees, should be sent not later than 9th July, 1958, to the 
Assistant Registrar, The Medical School, Birmingham, 15, from 
whom further particulars may be obtained. 
UNIVERSITY OF BIRMINGHAM. Faculty of Medicine. 
Applications are invited for the post of whole-time LECTURER 
IN PATHOLOGY (Clinical). Duties to include teaching and 
participation in surgical histology and necropsy services of the 
United Birmingham Hospitals. Ample opportunities exist for 
research, including experimental cancer research. The successful 
candidate will be required to begin duties on Ist October, 1958. 
Salarve range £900—£1950 (plus F.S.8.U. and family allowance), 
depending on age, experience and qualifie ations. 

Applications (9 copies), together with the names of 3 referees, 
should be sent not later than 18th July, 1958, to the Assistant 
Registrar, The Medical School, Birmingham, 15, from whom 
further particulars may be obtained. 

THE UNIVERSITY OF LIVERPOOL. Department of 
STUDIPS IN PSYCHOLOGICAL MEDICINE. Applications are invited 
for the post of RESEARCH ASSISTANT IN PSYCHOLOGICAL 
MEDICINE at a salary within the range £1000-£1300 p.a., 
according to qualifications and experience. The appointment 
will be tenable for 1 year and may be renewed for a second year. 

Applications, stating age, academic qualifications and experi- 

ence, together with the names of 3 referees, should be received 
not later than 19th July, 1958, by the Registrar, from whom 
further particulars of the conditions of appointment may be 
obtained. 
THE UNIVERSITY OF MANCHESTER. Ap lications 
are invited for a full-time post as SENIOR LECTURER IN N 
CHEMICAL PATHOLOGY. Candidates must t medic * 4 
qualified and should have special qualifications tn chemical 
pathology. Salary on a scale rising to £2400 p.a. Initial salary 
according to qualifications and experience. Membership of the 
F. . and children’s allowance scheme. 

Applications should be sent not later than 5th July, 1958, to 
the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 
THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for the appointment of a medically qualified RESEARCH 
WORKER to participate in a programme of pathological 
research supported by a grant from the Empire Rheumatism 
Council. Salary £825 rising to £900 in the second year, with 
F.S.8.U. provision. 

Further particulars may 
COLLINS, Department of Pathology, 
to whom applications should be sent by 20th July, 1958. 
UNIVERSITY OF SOUTHAMPTON. Applications are 
invited for the appointment of a LECTURER or ASSISTANT 
LECTURER IN BIOCHEMISTRY in the Department of 
Physiology and Biochemistry. Salary scale: Lecturer, £900—£50-— 
£1350-4£75-4£1650, with an efficiency bar at £1300; Assistant 
Lecturer, £700—£5(—€850. 

Further particulars should be obtained from the Secretary 
and Registrar, to whom applications (7 copies from ‘United 
Kingdom applicants) should be sent not later than 16th July, 


1958. 
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Professor D. H. 
The University, Sheffield, 10, 


be obtained from 
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UNIVERSITY OF CAMBRIDGE. Applications are 
invited for the post of ASSISTANT DIRECTOR OF RESEARCH 
in the Department of Medicine from Ist October, 1958, to work 
in the field of medical psychology rhe appointment will be 
subject to the Statutes and Ordinances of the University and 
will be for a period not exceeding 5 years in the first instance. 
The pensionable stipend of an Assistant Director of Research in 
this De partment is £1200 a year, rising by annual increments of 
£100 to £1700 a year. 

Candidates should send 10 copies of their application, together 
with the names of not more than 3 referees, to Dr. G. A. GRESHAM, 
Secretary of the Appointments Committee of the Faculty of 
Medicine, The Medical School, Tennis Court-road, Cambridge, 
80 as to reach him not later than 16th July, 1958 
INSTITUTE OF CARDIOLOGY, Recife University, 
BRAZIL. Applications are invited for the post of RESEAR¢ if 
CARDIOLOGIST. Candidates must be British subjects, with 
British qualifications and relevant experience. Salary Cr. 60,000 
er month (equivalent to approximately £160 per month). 
nitial contract 2 or 3 years, renewable. Free medical facilities. 
First-class return fares, also for family. 30 days’ paid leave per 
year. Secondment may be arranged in appropriate cases. 

Write, quoting NI (58), enclosing stamped addressed fools- 
cap envelope, to Director, Personnel Department, British 
Council, 65, Davies-street, London, W,1, for further particulars 
and application form to be returned within 2 weeks of receipt. 
KANEMATSU MEMORIAL INSTITUTE OF PATHO- 
LoGY. Applications are invited from qualified medical practi- 
tioners for the position of DIRECTOR at a commencing salary of 
£3616 (Australian currency), including £100 as remuneration for 
administrative duties. The duties of the Director are mainly to 
devote himself to his chosen field of medical research. He will also 
be expected to exercise general supervision over the routine work 
of the Institute 

Further particulars, set out in a brochure and the 1956 annual 
report of the Institute, may be obtained from the Editor, THE 
LANCET, 7, Adam-street, Adelphi, London, W.C.2 Super- 
annuation: Contributory scheme available after completing 1 
year's service. 

Applications, with copies of published papers, should reach the 
President. Sydney Hospital, Sydney, New South Wales, Australia, 
not later than 30th September, 1958 

6th June, 1958. DOcKING, Secretary. 
UNIVERSITY COLLEGE, ibadan, “Wigarke Applications 
are invited for (a) SENIOR LECTURESHIP and (6) LEC- 
TURESHIP (Grade I) in Clinical Department of Chemical 
Pathology Initial appointments 3 years. Salary seales: (a) 
£1850-4£100-£2450 p.a., (6) £1700-4100-£2100 p.a. Posts carry 
honorary appointment as Consultant to University College 
Hospital. Passages paid for appointee, wife and 3 children under 
11 years, on appointment, annual leave and termination. 
Children’s, car, and outfit allowances. F.S.8.U. Part-furnished 
accommodation 

Detailed applications (10 copies), naming 3 referees, by 28th 
July, 1958, to Secretary, Senate Committee on Colleges Overseas 
in Special telation, University of London, Senate House, 
London, W.C.1, from whom further particulars may be obtained. 
UNIVERSITY COLLEGE OF THE WEST INDIES. 
Applications are invited for LECTURESHIP IN ANATOMY 
from candidates with registrable medical qualifications. Duties 
include lecturing in human anatomy and assistance in practical 
courses in histology for medical degrees of London University. 
Salary scale (under review): £1000-£100-4£1300- £100-41700 p.a. 
entry-point determined by qualifications and experience. ( ‘hild 
allowance. F.S8.8.U. Unfurnished accommodation at rent 5 
basic salary. Passages for up to 5 persons on appointment, 
normal termination and triennial study leave. Duties to be 
assumed if possible by Ist November, 1958. 

Detailed applications (10 copies), naming 3 referees, by 28th 
July, 1958, to Secretary, Senate Committee on Colleges Overseas 
in Special Relation, University of London, Senate House, London, 
W.C.1, who has further particulars. 

UNIVERSITY OF TABRIZ, Iran.t Applications are 
invited for PROFESSORSHIPS in the Faculty of Medicine in 
the following subjects :— 

(i) Pathology 

(ii) Internal Medicine. 

(ili) Thoracic Surgery. 

(iv) Dermatology. 

(v) Microbiology. 

Candidates must be British subjects, with British qualifica- 
tions and relevant teaching experience. Salary, free of tax, 
30,000 riale per month (equivalent to about £142) plus 10,000 
rials per month (equivalent to about £47) accommodation 
allowance. Facilities for some private practice and research. 
Contracts from 3 months to 3 years, renewable. Return fares 
paid, also for family. 

Write, quoting N2 (58), enclosing stamped addressed fools- 
cap envelope, to Director, Personnel Department, British 
Council, 65, Davies-street, London, W.1, for particulars and 
application form to be returned completed within 2 weeks of 
receipt. 


Hospital Services: Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. CONSULTANT ANAZSTHETIST, 7 half-days a 
week, to be divided between: 

King Edward Memorial Hospital, Boling. W.13 (including 
Clayponds Wing, W.5). (Total beds 285 

Perivale Maternity Hospital, Weate r-avenue, 
(51 Beds). 

Brentford Mospitel, Boston Manor-road, Brentford (33 Beds). 

Acton Hospital, Gunnersbury-lane, W.3 (84 Beds). 

Southall-Norwood Hospital, Southall (28 Beds). 

Hospitals may be visited by direct appointment. 

Application forms obtainable from and returnable to Secre- 
tary, North West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, before 28th July, 1958. 


Greenford 
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ELIZABETH GARRETT ANDERSON HOSPITAL, N.W.1 
(THE ROYAL FREE HOSPITAL GROUP). Applications are invited 
from registered Women medical practitioners for the appoint- 
ment of Part-time CONSULTANT RADIOLOGIST in the 
X-Ray Diagnostic Department for 3 sessions per week. The 
appointment will commence on Ist October, 1958. Applicants 
should hold the D.M.R.D 

Applications, giving details of qualifications and experience, 
together with the names of 3 referees, should be sent to the 
Secretary to the Board of Governors, Royal Free Hospital, 
Gray's Inn-road, W.C.1, not later than 30th July, 1958. 
KING'S COLLEGE HOSPITAL, Denmark Hill, 8.&.5. 
Applications are invited for the post of Part-time CON- 
SULTANT in Child Psychiatry for 9 sessions per week, tenable 
from Ist January, 1959. 

Applications (1 copy), giving age, qualifications and experience, 
together with the names of 3 referees, should be sent to the 
undersigned not later than 26th July, 1958. 

Ss. W. BarkNes, House Governor. 
GENERAL HOSPITAL, Harrow-roa 
Ww.9. (580 Beds.) Locum CONSULTANT ORTHOP EDIG 
sU ti GEON required for 5 sessions per week from Ist August, or 
as soon as possible after, for at least 6 months. There is no 
existing holder of the post; a permanent appointment is to be 
made at a later date. 

Apply to the Medical Director (CUN. 4884). 
ROYAL FREE HOSPITAL, Gray's inn-road, W.C.1. 
Applications are invited from registered medical practitioners 
for the appointment of Part-time CONSULTANT PL ric 
SURGEON. Applicants must be Fellows of the Royal ¢ = 
of Surgeons (England). Appointment to commence Ist October, 
1958 

Applications, giving .. ls of gualifiestions and experience, 

together with the names of 3 referees, should be sent to the 
Secretary to the Board of Governors not later than 22nd July, 
1958. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications invited for TRAINEE in Medical 
Administration at Board’s headquarters. Initial salary in 
Medical Officer's grade commences at £1535 for officers aged 
33 or over. Superannuable. Period of training not exceeding 
1 year. 

Full particulars can be obtained from Dr. James FAIRLEY, 
Senior Administrative Medical Officer, to whom applications 
should be addressed at 11, Portland-place, W.1, by 7th July. 
ST. MARK’S HOSPITAL, City-road, London, €.C.1. 
Applications invited for the post of CONSULTANT SURGEON 
for 4 sessions per week. Duties to commence Ist January, 1959. 

Detailed applications, names 3 referees, to reach the Secretary, 
Board of Governors, The Hammersmith, West London and St. 
Mark's Hospitals, Ducane-road, London, W.12, by 23rd August. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(a) Whole-time CONSULTANT PATHOLOGIST, Coventry 
and Warwickshire Hospital. Duties also at other hospitals in 
Coventry Group. Wide experience specialty, special interest in 
hematology and higher qualification essential. 

(b) Part-time CONSULTANT RADIOLOGIST (9 notional 
half-days weekly). Duties at North Staffs Royal Infirmary (6 
notional half-days), Haywood Hospital (3 notional half-days). 
Wide experience specialty and higher qualification essential. 

Applications (15 copies), stating age, nationality, qualifications, 
present and previous appointments and details of 3 referees, to 
Secretary, Re “ional Hospital Board, 10, Augustus-road, 
Birmingham, 15, by 28th July. ™ 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Angst hetics. Locum ANASTHETIST (5 half- 
days per week) required pending substantive Consultant appoint- 
ment Consultant, Senior Hospital Medical Officer or Senior 

tegistrar’s pay, according to grading of successful applicant. 
Group covers Royal West Sussex and St. Richard’s Hospitals, 
Chichester, and Bognor, Midhurst and Petworth Hospitals. 

Apply, Group Secretary, 174, Broyle-road, Chichester. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
4 whole-time, NON-RESIDENT SENIOR CASUALTY 
OFFICERS. Appointees will work under general guidance of 
Consultants. Salary within range 158.-£52 108.-£2126 5s. 
p.a. (according to experience, &c. Posts tenable for 4 years as 
Sows 

(a) Salford Royal Hospital, near Manchester. 

(b) Oldham Royal Infirmary, Oldham. 

(c) Preston Royal Infirmary, Preston. 

(d) Stockport and Buxton Group of hospitals, mainly at 
Stockport Infirmary. Appointee will assist Consultant Ortho- 
pedic Surgeon and have special responsibilities in Traumatic 
(including fracture) Clinics. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 7th Juby, 1958. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Ormskirk 
COUNTY HOSPITAL. Applications are invited for the post of 
Part-time CONSULTANT OBSTETRICIAN AND GYNACO- 
LOGIST giving 2 notional half-days at the above Hospital. 
Applicants should possess the M.R.C.O.G., and a higher qualifica- 
tion in surgery would be an advantage. 

Forme of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 19th July, 1958. 

VINCENT COLLINGE, Secretary to the Board. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Ormskirk 
Group. Applications are invited for the post of Whole-time 
Locum Tenens ASSISTANT PATHOLOGIST (Senior Hospital 
Medical Officer) in the above Group for 6 months in the first 
instance. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 


than 19th July, 1958. 
VINCENT COLLINGE, Secretary to the Board. 
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LINGFIELD HOSPITAL SCHOOL FOR 
the of DEPUTY 


CHILDREN. Applications are invited for post 
MEDICAL SUPERINTENDENT. Neurological or prediatrie 
experience desirable. Mainly medical but some administrative 
duties. Salary according to the scale for Senior Hospital Medical 
Officers. A honse is available at a nominal rent for a married man. 
Superannuable under F.S.S.N., to which pension rights are trans- 
ferable 

Applications, stating age, marital status, full particulars of 
qualifications and experience and names of 2 referees, to be sent 


Medical Lingfield Hospital Sehool, 


Surrey. 


to the Superintendent, 


Lingfield 


OXFORD REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT KADLOTHERAPIST required during August 
and September at Northampton or Reading. 

Apply now, stating age, qualifie ations, experience, and names 
of 2 referees, to Secretary, 43, Banburyv-road, Oxford. 


RETFORD, NOTTINGHAMSHIRE. RAMPTON HOS- 
1143 Beds for mental defectives of both sexes exhibiting 


PITA! 
conduet disorders.) Whole-time MEDICAL SUPERINTENDENT 
(Consultant). Wide experience in psychiatry, and the D.P.M., 


in hospital administra- 


linical but experience 
Hospital by appoint 


indidates may visit 
al Superintendent. 


necessary Post is « 
tion al 


Necessary ‘ 
ment with present Medic 


Applications, naming 3 referees, and quoting ref. RMS 2, to 
the Secretary, Board of Control, Division 1(3), Ministry of Health 
Building, Savile-row, London, W.1, by 4th July, 1958. 
SCOTLAND NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the whole or maximum 
part-time post of CONSULTANT RADIOLOGIST on the staffs 
of tl Aberdeen General Hospitals and the Aberdeen Special 
Hospitals 

Applications, together with the names of 2 referees, should be 
submitted by Lith July, 1958, to the Senior Administrative 
Medical Officer, 1, Albyn-place, Aberdeen, from whom further 


particulars and a form of application may be obtained 
SCOTLAND. SOV TH-EASTERN REGIONAL HOSPITAL 
Locum CONSULTANT RGEON at the Dunfermline 


BOARD. 
and West Fife Hospital, for 3 months in the first instance, from 
Sth July, 1958 

Apply, giving particulars of age, qualifications and previous 
experience, and the names «f 2 referees, to the Secretary, 11 
Drumshengh-gardens, Edinburgh, 3 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD Applications are invited for the appointment of 
CONSULTANT SURGEON in charge of wards at the Western 
Infirmary, Glasgow Phe appointment is part-time on the basis 
of 7 notional half-days per week 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Seeretary, Western Kegional Hospital Board, 64, 
West Regent-street, Glasgow, ©.2, not later than 30 days after 
the publication of this advertisement. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
maximum Part-time CONSULTANT ADIOLOGIST 
Duties mainly in hospitals in the Mansfield area. 
and further details from Senior Administra- 
Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 19th July, 1958. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Con- 
maximum part-time) required for the 


time or 
required. 
Application 


forms 


SULTANT PHYSICIAN 

Derby Group of hospitals with main duties at the Derbyshire 
Royal Infirmary It would be an advantage for applicants to 
have had peediatrie experience as the successful candidate will be 


Derbyshire Hospital for Sick Children. 

mid further details from the Senior Adminis 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 26th July, 1958. 


SOUTH EAST METROPOLITAN REGIONAL HOS- 


on the staff of the 
Application forms 


PITAL BOARD. Applications are invited for the ap ae nt 
(whole-time or maximum part-time) of CONSULTANT in 
Physical Medicine to the Dartford and Medway and Gravesend 


andidates should have had considerable 
Both a higher qualification in medi- 
Applicants may 


Groups of hospitals. ¢ 
experience in the specialty. 
cine and the appropriate diploma are desirable. 
visit the hospitals concerned. 

Applications, stating nationality, 
experience, including details of present 
together with the 


age, sex, qualifications and 
appointment and of war 
names and addresses of 


or national service, 
3 referees, to be sent to the Secretary, Advisory Appointments 
Committee, South East Metropolitan Regional Hospital Board, 


1, Portland-place, W.1, not later than 12th July, 1958. 
NORTHERN [IRELAND HOSPITALS AUTHORITY. 
Locum Tenens for CONSULTANT. Applications are invited for 
a whole-time post as Locum Tenens E.N.T. Surgeon at hospitals 
managed by the West Tyrone, Fefmanagh, and South Tyrone 
Hospital Management Committees. The appointment will be for 
a period of not less than 3 months. Remuneration will be at the 
rate of. £34 14s. 6d. per week, or, if the locum is of Consultant 
status, at the rate of £52 10s. per week. If board and accommo- 
dation are available at hospital, this will be provided at the rate 
of £350 p.a. or, if the locum is remunerated at the Consultant 
Contributions will be payable under 


rate, at the rate of £400 p.a. 

the Health Services Superannuation Scheme. There is reciprocity 
between Northern Ireland and Great Britain. The persons 
appointed will be required to take the Oath of Allegiance in 


accordance with Section 80 of the Health Services Act (Northern 


Ireland), 1948. 

Applications should be made on the prescribed form, which 
must be returned as soon as possible to the Secretary, Northern 
Ireland Hospitals Authority, Victory Buildings, 44-46, Queen- 


street, Belfast. 
AUSTRALIA. PRINCE HENRY’'S HOSPITAL, Mel- 
BOURNE, AUSTRALIA. Applications are invited from legally 
qualified medical practitioners for the appointment = of 
HONOKARY SURGEON to Outpatients. 

Applications to be lodged with the undersigned not later 
than Friday, 18th July, 1958. 

kh. L. Tuomas, Manager and Secretary. 


NEW ZEALAND. THE OTAGO HOSPITAL BOARD, 


DUNEDIN, NEW ZEALAND. Applications are invited for the 
| position of DIAGNOSTIC RADIOLOGIST, Otago Hospital 
Board. Applicants must hold a degree in Medicine of an approved 
University and possess a higher qualification in the specialty. 
The salary payable will be that of Junior or Senior Specialist 
under the Hospit: il mployment (Medical Officers) Regulations, 
| viz: £1640-£2340 p.a. The commencing rate will be determined 
} in accordance with. the qualifications and experience of the 
| appointee. The position is a full-time and non-resident one. 


as set out in the Conditions of Appointment 
ontract of service has been signed. Condi- 

and application forms may be obtained 
High Commissioner for New Zealand, 415, 


Travelling expenses 
will be paid when a « 
tions of Appointment 
from the Office of the 
The Strand, London. 

Applications, stating age, 


| 

| 

| 
| qualifications and experience, to- 
gether with health and radiological certificates, 


will be received 

by the undersigned until 10 o’clock a.m. on Monday, 25th 

August, 1958. W. A. WILLPAMSON, Secretary, 
Otago Hospital Board. 


P.O. Box 946, Dunedin, New Zealand. 
TURKEY. ANKARA HOSPITAL. Applications are 
invited for the following posts in Ankara Hospital, to be filled 
as soon as possible 
1. BRAIN SURGEON or HEART SURGEON. 
2. ANAESTHETIST. 
3. BIOCHEMIST. 
Candiates must be British subjects, preferably single, with 
British qualifications and relevant experience in a United 
| Kingdom hospita 
| Salary.—From Turkish lire 3500 a month (equivalent to 
£5340 a year) to Turkish lire 5000 a month (equivalent to £7644 
a year), subject to Turkish tax. 
Contracts.—To March, 1959, renewable. Return fares paid. 
Write, quoting QI (58), and enclosing stamped addressed 
foolscap envelope to Director, Personnel Department, British 


particulars and 
weeks of 


for 


Davies-street, London, W.1, 
within 2 


Council, 65, 
returned completed 


application form to be 
receipt. 


Hospital Services: Junior Appointments 


BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. HOUSE 8st RGEON, pre-registration post, 
vacant 21st July. 

Applications, stating experience, 
to Hospital Secretary. 
BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
London, E.2. HOUSE SURGEON, gynecology and obstetrics, 
pre-registration post, vacancy 24th July. 

Applications, stating experience and copies of 2 
to Hospital Secretary. 

BROMPTON HOSPITAL, S.W.3. Applications 

for post of Part-time CLINICAL ASSISTANT in E.N.T. 
ment. Duties amounting to 2 sessions weekly include 

Outpatient Clinic as well as operating sessions. Salary 
rate of £183 15s. p.a. per notional half-day. 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, by 
5th July, 1958, to Kennetu A. F. Mites, House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER (post-registration) required in 
Department of Obstetrics and Gynecology. Post recognised for 
D.Obst. R.C.0.G, and M.R.C.O.G. Post vacant Ist August. 

Applications, testimonials, Medical Director 
Sth July. 
CHINGFORD HOSPITAL, London, E.4. (104 Beds.) House 
OFFICER (medical) re quired for 6 months with duties at other 
hospitals in the Group. 

Applications, with full details and copies of 2 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
CITY OF LONDON MATERNITY HOSPITAL, Hanley- 
road, London, N.4. RESIDENT SENIOR HOUSE OFFICER 
(obstetrics). Appointment vacant 24th July for period of 12 
months. Applicants must have had previous obstetric experience. 


and copies of 2 testimonials, 


2 testimonials, 


invited 
Depart - 
work in 

at the 


with 2 to by 


recent testi- 


Recognised for M.R.C.0.G, 

Application form obtainable from Hospital Secretary and 
returnable by &th July. 
COLINDALE HOSPITAL, Colindale-avenue, London, 


METROPOLITAN REGIONAL 
SURGICAL REGISTRAR, resi- 
at above Hospital. F.R.C.S. and 
previous experience an advantage. Work covers surgical treat- 
ment of pulmonary, orthopedic, urinary, and tuberculous and 
non-tuberculous chest diseases. The Hospital is situated within 
easy reach of central London and may be visited by arrangement 
with Physician-Superintendent. 


N.W.9. (300 Beds.) NORTH WEST 
HOSPITAL W hole-time 


4 
dent or non-resident, required 


Application forms obtainable from and returnable to Group 
Secretary, Hendon Group Hospital Management Committee, 
Edgware General Hospital, Edgware, Middlesex, by 5th July, 
1958. 

E.17. (123 


CONNAUGHT HOSPITAL, Walthamstow, 


at Applications are invited for the post of SECOND 
CASUALTY OFFICER with duties in the Department of Ortho- 
ae and Traumatic Surgery (Senior House Officer grade). 
Recognised for F.R.C. Salary £819 10s. p.a., less £150 p.a. for 
board, lodging, &c. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, Langthorne-road, E.11. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W. (ROYAL FREE HOSPITAL GROUP). Locum 
FIRST HOUSE SURGEON required immediately. Post open 


to registered or pre-registration candidates 
Apply to The Secretary, Elizabeth Garrett Anderson Hospital, 


Euston-road, N.W.1 (EUSton 2501). 
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EASTMAN DENTAL HOSPITAL and INSTITUTE OF 


DENTAL SURGERY (UNIVERSITY OF LONDON), Gray's Inn-road, 
London, W.C.1 Applications are invited for the full-tir nor 
resident STHETIST in the grace 


service in aces 


post of 
iT ditions of 
I ‘ 


' post ix WV int from Ist September, If 
orms are btainable from the Director, to whom 
returned by July, 1958 Canvassing will 


FRIERN TAL MANAGEMENT COMMITTEE, 


New Southgate N.11 Applications are invited fron 
registered medical pr mers for the post of JUNIOR HOS 
PITAL AL OFFIC ER Salary n aceord with the 
terms @ ions service for pital medical and dental 
staff spital has 2470 Beds o pied by patients suffer 
ing from : 1 mer lisorders and is readily accessible 
! 

Applications, giving age of experi 
ence together with mames rees, to the 
Secretary within 7 days of the ay o ivertixement 
FRIERN Nat. (2400 Beds.) Applica- 

ted pp nt of SENIOR HOUSI 


tment f l vear 

iting full 7 t nd names of 2 referees, 

the secret y Hospital, New South 
gate, Lor n The 
HACKNEY At, (857 Beds.) Appli- 
catior ner ppoeintment to the 
6n f Hot ‘SE Re EON with duties in 
Orthopardic nd Casualty Departments 
should above address, by 4th July quoting 
HH CO 


HIGHLANDS GENERAL HOSPITAL, Winchmere Hill, 
N.21 HOUS! SURGEON for gymecology and general surgery 

Applications, with « pues f testimonials with name and 
address of 1 referee, to Ho tal Secretary 


HIGHLANDS GENERAL th Hill, 


N.21. HOUSE SURGEON required July Duties 
mainiy orthopedic with sore ergem eral 
surgery Nev perating-t it and wsualty 
department. Post reeognised for service 
Applications, wit opies of 3 id name and 
address of 1 referee, to Hospital Secretary 
LAMBETH HOSPITAL, 8. Applica- 
d from pre-registr id registered medical 
the posit HOUSE PHYSICTAN in General 
it 7t August he snecessful candidate 
ected to carry out a rtnight’s locum duty from 
2ith July. 1958 
Application forms from the Secretary at the hospital. A self 
addressed envelope should be enclosed 
LONDON CHEST HOSPITAL. Hospitals for Diseases of 
THE CHEST A vacar oon August, 1958, for RESIDENT 
HOUSE P Bysr IAN. ADT I t for 6 months, 4 in London, 
2 at the ¢ untr neh, near Letchworth, 
House Office s include work in the 
ment and s] s in wards 
Appl t : ‘ lifications with dates, 
and previous ay of 3 testimonials, 
should reach the u July 
Ropsins, House Governor 
London Chest To E.2 
LONDON CHEST ‘HOSPITAL. Hospitals for Dis 
THE CHEST urs Ist 19 f 
DENT SU "AL OFFICE] or 6 months with 
mpect renewal Post graded as Senior House Officer, o 
cording to qualifications and previous surgical 
date of birth, qualifications with dates, 
ment s held, with copies of 3 recent testi 
monials, shoulr h e undersigned not later than 7th July, 
1958 J. Roppins, House Governor. 


London Chest Hospit E.2 
LONDON CHEST HOSPITAL (Country Branch). Hos- 
PITALS FOR DISEASES OF THE CHEST REGISTRAR in Clinical 
Pathology (Registrar grade A vacancy occurs at the Country 
Branch, near Letchworth. The appointment is a whole-time one 
and will be for 1 year in the first instance, and the holder may be 
resident or non-resident 

Applications, stating age, qualifications with dates, and 
vious experience, together with copies of 3 testimonials, sheulk , (2 
forwarded at once to the unders 


ed. 
J. Roppins, Homse Governor. 


London Chest Hospital, E.2 
LONDON Whitechapel, 
of R 


E.1. Applications 
EGISTRAR to the Skin Department 
r, 1958 A higher qualification, 


are invited for the 
becoming vacant on let 
although desirable, is no 
Applic 10 coy 
3 referees, should be received by the undersigned by 
1958 H. BRIeRLEY, House 


LONDON JEWISH HOSPITAL, Stepney Green, 


addresses of 
22nd July, 
Chovernor. 


the names and 


tions sles 


130 Beds HOUSE PHYSICIANS (pre- or post -registration ). 
Posts vacant on 3rd and 9th July, 1958 6 months’ appoint- 
ments 

Applications, stating age, experience, &c., and copies of not 
more than 3 testimonials, to be sent to the Hospital Secretary 


MEMORIAL HOSPITAL, Shooters Hill, Woolwich, 8.E.18. 


HOUSE SURGEONS, 2 posts, approved for pre-registration 

purposes and recognised for F. B.C. 
Applications to Group Secretary, Woolwich Group Hospital 
Woolwich. S.B.18. 


Management Committee, Memorial Hospital, 
MARIE CURIE HOSPITAL, 66, Fitzjohn’s-avenue, Hamp- 


stead, N.W.3. HAREFIELD AND NORTHWOOD GROUP HOSPITAL 
MANAGEMENT COMMITTEE Locum RESIDENT MEDICAL 
OFFICER (House Officer grade) required 

Apply immediately to the Administratiye Officer. 
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MARIE HOSPITAL, 66, Fitzjohn’s-avenue: 
Hampstead HAREFPIELD AND NORTHWOOD GROUP 
HOSPITAL! “Riot COMMITTEF RESIDENT MEDICAL 
OFFICER (House Officer grade) bequired 

Applications, with copies of testimonials, to the Administrative 


Officer 
MILOMAY MISSION HOSPITAL, Austin-street, London, 
of 


2 Applications are invited for the pre-registration post 

{ESIDEN HOUSE PHYSICTAN ASUALTY OFFICER, 
vacant on 3Sist July, 195 Candidates should be in sympathy 
with the evan il Christian aims of the Hospital. 

4 | tions and a to be addressed to the Medical 
Superintendent as soon ible 


‘HOSPITAL, Austin-street, London, 


t ire invited for the pre-registration post of 
‘ESIDENT Hol SURGEON (post recognised for F.R 
vacant © sist July, 1958. Candidates should be in sympathy 


with in aims of the Hospital 
Applica s and references to be addressed to the Medical 
Superintendent as soon as possible 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
invited from regis aes medical practitioners 


of ASSISTANT ARK (non-resident ) 

pital, Queen-square ( for duty in the 

Department and the Dey ~~Af of Applied Electro- 

to commence Ist October, 1958 rhis post carries 

f Senior Registrar The appointment will be for 1 year 
inet 


! “ th names t referees, to be sent to the under- 
signed not later than 12tt 1958 
H. Ewarr Mrre iry to the Board of Governors. 
he National H Nervous Diseases 
Queen W.C.1 
NELSON HOSPITAL, Kingston- road! Merton, 8.W.20. 


Post 


Hots! SURGEON resident pre-registration ). 
Vacant now Recognised for 
Applications tating age, qualifications, &c., with the names 
and addresses of 2 referees, should be sent to the Secretary at 
ibove address 
NORTH MIDDLESEX HOSPITAL, London, N.18. 
OBSTETRIC AND GYNBCOLOGICAL HOUSE SURGEON, 
resident, registered or pre-registered (second post), required for 
Ist August. 6 months pointment Recognised by R.C.O.G, 
for Diploma, and as 1 d post for Membership. Candidates 
must have held house apy itment in either medicine or surgery. 
L Obstet ric d (iy il Department 
t ow handwriting), stating age, nationality, 
qualifications, experience, with copies of recent testimonials, to 
Group Secretary by Ist July 
NORTH MIDOLESEX HOSPITAL, London, N.18. Locum 
REG ISTR AR for Thorac irgical nit re quired 2ist July for 
n n veriod Non-re side nt Higher qualification in surgery 
but not es tial All types of tuberculous and non- 
thoracie 
with particulars and copies of testimonials 


s of 2 referees, to Group Secretary 


NORTH west, METROPOLITAN REGIONAL HOSP!I- 


TAL BOARD iYN-ECOLOGICAL AND OBSTETRIC REGIS- 

rt LR for dutie sin Northern Group of hospitals including High 

f London Maternity und Royal Northern 

didates may visit Hospitals by direct appointment, 

" bta ble from Group Secretary, Royal 

Holloway-road, N.7, returnable by 10th July, 

PRINCESS BEATRICE HOSPITAL, S.W.5. Applica- 

tions are invited from registered medical practitioners for the 

post of HOUSE PHYSICIAN for 6 months senior House 

Officer grade resider Opportunity to serve a further 6 

mouths as Obstetric Gynecological House Surgeon in the same 
race Post vacant early July 

Applications, with 3 testimonials, to House Governor by 

Ist July 
PUTNEY HOSPITAL, Lower Common, 8.W.15. House 
=U RGEON Resident immediately Open to regis- 


tered practitioners and pre-registration candidates 
recent testi- 


Apply Hospital Secretary, enclosing copies of 3 
moniais 
REGIONAL NEUROSURGICAL CENTRE. (66 Beds.) 
BROOK GENERAL HOSPITAL, Shooters Hill-road, 8.6.18. SENIOR 
HOUSE OFFICER (neurosurgery Post recognised for F.R.C.S. 
and D.P.M. and provides excellent opportunity for training in 
neurology 

Apply to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18 
ROYAL EYE HOSPITAL, St. George's Circus, 8.E1. 
Locum CASUALTY OFFICER (Senior House Officer grade) 
required, mid-July to Ist October. Successful candidate will be 
eligible to apply for this and other house appointments vacant 
on Ist October 

Applications to the Secretary 


ROYAL MARSDEN HOSPITAL, Fulham-road, 8.W.3. 


Applications are invited from registered medical practitioners 
for the post of HOUSE SURGEON (resident). Salary £577 10s, 
p.a. Post is tenable for 6 months 

Forms of application are obtainable from the House Governor, 
to whom applications, together with copies of 3 recent testi- 


monials, should be sent 
ROYAL NATIONAL THROAT, NOSE AND EAR xt 
PITAI Gray's Inn-road, W.C.1, and Golden-square, W. 
RESIDENT HOUSE SURGEON post-registration post 
Applications are invited for a 6-month appointment as from 
15th August, 1958, with salary and conditions as laid down for 
House Officers in the termes and conditions of service in the 
National Health Service 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies o 3 
recent testimonials, should be sent to the House Governor without 
delay. 


= 
nat 
Applicat 
they should be 
dis f 
| 
Outpatic 
physiolog 
the wrac 
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QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. WHITTINGTON HOSPITAL, London, N.19. Registrar 

QUEEN CHARLOTTE’S MATERNITY HOSPITAL. SENIOR HOUSE in Clinical Pathology required at Group Laboratory; some night 

OFFICER in the Pediatric Department. Kesident post tenable and weekend duty. Free accommodation when on duty. Post 

for 6 months in the first instance from Ist September, 1958. | vacant 10th September, 195%. Laboratory may be visited by 

Duties will include the supervision of the babies, research work | appointment with the Group Pathologist. 

under the visiting staff, and charge of the follow-up clinics. Application forms obtainable from and returnable to Group 

Previous experience at a children’s hospital is essential and } Secretary, Archway Group Hospital Management Committee, 
| 46, Cholmeley Park, N.6, by 8th July, 1958 


possession of a higher qualification is desirable. 
Applications to the House Governor, 339, 

London, W.6, by 5th July, 1958 

QUEEN ELIZABETH HOSPITAL FOR CHILDREN, 


Goldhawk-road, 


Hackney-road, E.2; Shadwell, E.1; and BANSTEAD, SURREY. 
HOUSE OFFICER appointment for 2 consecutive periods of 
6 months, commencing Ist September, 1958; first period House 
Physician, Shadwell; second period House Surgeon, Banstead 
(3 months), and Casualty Officer, Hackney-road (3 months). 

Application forms may be obtained from the Secretary at 
Hackney-road, and should be returned, with not more than 3 
testimonials, not later than 12th July, 1958 


QUEEN MARY'S HOSPITAL FOR THE EAST END, 


Stratford, E.15. Applications are invited for the post of Part 
time CLINICAL ASSISTANT (G.P. grade) to the Physician 
in-Charge Diabetic and Endocrinology Department The 
appointment will be for 2 outpatient sessions per week (Tuesday 
late afternoon and Friday morning), to commence as soon as 
possible. Remuneration £183 15s. per session p.a. 

Applications, together with the names of 2 referees, to the 
Group Secretary, West Ham Group Hospital Management 
Committee, Stratford, E.15, by 5th July, 1958 
ST. JAMES’ HOSPITAL, Baiham, London, S.W.12. 
WANDSWORTH HOSPITAL GROUP. HOUSE PHYSICIAN (pre- 
registration) required. Post vacant 21st July 


lifications, experience, and names 


Applications, stating age, qua 
Wandsworth Hospital Group, 


of 2 referees, to Group Secretary, 

at above address by 7th July 

ST. JOHN'S HOSPITAL FOR DISEASES OF THE SKIN, 

Lisle-street, Leicester-square, London, W.C'.2. Applications are 

invited for the post of RESIDENT SENIOR HOUSE OF} - ICER 

for the Inpatient Department. Vacant Ist October, 19 
Applications, naming 2 referees, to the Secretary to the 

by 12th July, 195% 

ST. LEONARD'S HOSPITAL, Nuttali-street, London, N.1. 


Board, 


Applications are invited from registered or provisionally regis 
tered medical practitioners for the post of HOUSE SURGEON 
for 6 months. 

Applications, with 2 recent testimonials, to the Hospital 
Secretary by 4th July, 1958. 
ST. MARY'S HOSPITAL, Paddington, W.2, and the 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in General Medicine from Ist October, 
1958, for combined appointment First 2 years at Paddington 
General Hospital, and the final 2 years at St. Mary’s Hospital. 
Possession of higher medical qualification essential. Hospitals 
may be visited by direct appointment. 

Application forms, which may be obtained from the House 
Governor, must be returned not later than &th July, 1958. 


and NORTH WEST 
Combined appoint 


ST. MARY'S HOSPITAL, W.2, 
METROPOLITAN REGIONAL HOSPITAL BOARD 


ment.) SENIOR REGISTRAR in Morbid Anatomy, the first 
2 years of this appointment being in the new laboratories at 
Paddington General Hospital. The third and fourth years will 
be spent in the Department of Morbid Anatomy at St. Mary’s 
Hospital. 

Application forms, which may be obtained from the House 
Governor, St. Mary's Hospital, should be returned not later 
than 10th July, 1958. 

ST. MARY'S HOSPITAL, Paddington, W.2. Registrar 
in General Medicine (whole-time, non-resident) for first period 
of 12 months from Ist September, 1958, to undertake work in 
Casualty and Outpatient Departments, together with certain 


inpatient duties. 
Applications, 

referees, should reach the 

July, 1958. 

ST. PETER'’'S, ST. PAUL’S AND ST. PHILIP’S HOS- 

RGICAL OFFICER (Senior Registrar 


addresses of 3 


than 15th 


and 
later 


ails with names 
Governor not 


giving full det 
Hlouse 


st 


PITALS. KESIDENT 

grade) required for St. Paul's Hospital on Ist September, 1958. 
Applications invited from Male candidates on the British 
register who have completed their training in general surgery. 
Appointment for 6 months, with opportunity for a further 6 


months if recommended. Candidate should be prepared to spend 
1 year at the Hospital if required. 

Applications (12 copies), and the names of 
reach the House Governor, St. Peter's Hospital, 


<.2, by 19th July, 1958 


3 referees, should 
Henrietta-street, 


ST. THOMAS’S HOSPITAL, London, 8.E.1. Junior 
HOSPITAL MEDICAL OFFICER to the Department of 
Venereal Diseases required immediately, for a period of 1 year 


to carry out 8 half-day sessions per week. 


in the first instance, 
2 referees, to the Clerk of the Governors 


Applications, naming 
by Sth July, 1958 
WESTMINSTER CHILDREN’S HOSPITAL. Westminster 


HOSPITAL TEACHING GRouUP. CASUALTY OFFICER required 
for 6 months from Ist August, 1958. Grade House Officer (post- 
registration) or Senior House Officer dependent on experience 


Prediatric experience preferred. 

Apply, with copies of 3 testimonials, to the Secretary, West- 
minster Children’s Hospital, Vincent -square, S.W.1, by 12th July. 
WIMBLEDON HOSPITAL, Thurstan-road, 8.W.20. (82 
Beds.) SENIOR HOUSE OFFICER. Hospital has a full Con- 
sultant staff and offers excellent experience in medicine and 
surgery. Good opportunity for postgraduate training. Salary 
£819 10s. p.a., less residential charge of £150. 

Further details of the appointment may be had on request from 
the Hospital Secretary, and applications stating age, qualifica- 
tions, experience and nationality, with copies of testimonials, 
should be addressed to the Group Secretary, St. Helier Hospital, 
Carshalton, Surrey. 


LANGLEY, WATFORD, HERTFORDSHIRE. 
LEAVESDEN HOSPITAL. (2250 Beds.) NORTH WEST METROPOLITAN 
KEGIONAL HOSPITAL BOARD. REGISTRAR in Psychiatry (mental 
recognised for D.P.M.). Resident 


deficiency } at above Hospital 
accommodation available for single person, or large flat available 
for married person. Hospital may be visited by direct appoint- 


ment with Physician-Superintendent. 
Application forms available from and 
Secretary, Leavesden Hospital, Abbots 
Herts, by Sth July, 1958. 
ABERYSTWYTH, CARDIGANSHIRE. GENERAL HOS- 
PITAL. MID-WALES HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (surgical) required (resident). Post recog- 
nised for F.R.C.S. examination. Vacancy immediate. 
Applications, stating age, experience, &c., to the 
tary, Mid-Wales Hospital Management Committee, 
North-parade, Aberystwyth, Cardiganshire. 
ALTON GENERAL HOSPITAL, Alton. 


to Group 
Watford, 


returnable 
Langley, 


Group 
$l, 


secre 


(136 Beds.) 


SENIOR HOUSE OFFICER medical) immediate vacancy. 

Resident candidate should have some experience of anaesthetics. 
Applications, stating age, qualifications and experience 

together with 2 copies of testimonials, to Hospital Secretary. 


ALTRINCHAM GENERAL HOSPITAL AND ANNEXE 


AND E.N.T. DEPARTMENT 183 Beds.) Applications are invited 
for the following pre-registration posts vacant July, 1958: 

JUNIOR HOUSE OFFICER (medical). 

JUNIOR HOUSE OFFICER (surgical). 

Applications to Group Secretary, North and Mid Cheshire 
Hospital Management Committee, The Hospital, Sinderland- 
road, Altrincham, Cheshire 
ALTRINCHAM GENERAL HOSPITAL AND ANNEXE 
AND E.N.T. DEPARTMENT. (183 Beds.) SENIOR HOUSE 
OFFICER (medical). This appointment in a busy Hospital 
offers excellent opportunities of practical experience. Post 
vacant mid-September. 

Applications, together with 2 recent testimonials, to Group 
Secretary, North and Mid-Cheshire Hospital Management Com- 


mittee, The Hospital, Sinderland-road, Altrincham, Cheshire. 
ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
Locum REGISTRAR (orthopedics) required 2 weeks commenc- 
ing 30th June. 

Apply Secretary. 

ASHFORD HOSPITAL, Ashford, Middlesex. 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT SENIOR HOUSE OFFICER in Pathology 
Previous clinical experience essential but pathological experience 
not essential 

Applications, stating age, 
copies of up to 3 recent testimonials, 
Hospital, immediately. 

ASHFORD HOSPITAL, Ashford, Middlesex. 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT HOUSE SURGEON for Traumatic 

peedic Unit. 6-month appointment, suitable for pre 
candidates. 

Applications, stating age, 

copies of up to 3 recent testimonials, 
Hospital immediately. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MAN- 
AGEMENT COMMITTEE. 2 HOUSE PHYSICIANS required at 
Ashton-under-Lyne General Hospital. Vacant August, 1958. 
Preference given to pre-registration candidates. 

Applications, with copies of 2 testimonials, to Group Secre- 
tary, General Hospital, Ashton-under-Lyne, Lanes. 
AYLESBURY, BUCKINGHAMSHIRE. ROYAL BUCK- 
INGHAMSHIRE HOSPITAL. Accident and orthopeedic and children’s 
general surgery. SENIOR HOUSE OFFICER required Ist 
August. Recognised for F.R.C.S. 

Apply, with 2 names for reference, to Secretary -Superintendent. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. CASUALTY OFFICER (Senior House Officer) required 
mid-August. Post recognised for F.R.C.S. Self-contained fur- 
nished flat available at moderate rental. 

Apply, with copies of 2 recent testimonials, 
Superintendent. 

BALLOCHMYLE HOSPITAL, 

HOUSE OFFICER (gynecology). 
Resident post-registration appointment, 
Offers wide experience under Consultant 
terms. 

Apply immediately 
Hospital (Telephone: 


(560 Beds.) 


with 


and experience, 
of 


qualifications 
Medical Director 


to 


(560 Beds.) 

Required, 
and Ortho- 
-registration 


and experience, with 


qualifications 
Medical Director of 


to 


to Secretary- 
Ayrshire. (320 Beds.) 
Vacant Ist September. 
recognised M.R.C.O.G, 
supervision. National 
Area Medical Superintendent, Ballochmyle 
Catrine 281). 
Locum Anes- 


BARNSLEY. BECKETT HOSPITAL. 
THETIST (Senior House Officer) required for approximately 8 
weeks. Recognised for F.F.A. R.C.S. 

Applications at once to Group Secretary, Barnsley Hospital 
Management Committee, 33, Gawber-road, Barnsley. 


BARNSTAPLE, NORTH DEVON INFIRMARY. (105 


Beds.) HOUSE SURGEON (pre-registration) required from 

mid-July. : 
Applications, naming 2 referees, to Group Secretary, 19, 

Alexandra-road, Barnstaple, N. Devon. 

BEDFORD GENERAL HOSPITAL. (431 Beds.) House 


or post-registration ; recognised for 
F.R.C.S. Vacant early July. Post offers exceptional oppor- 
tunities for general e..perience in busy acute surgical units. 
Enquiries and applications, with copies of 2 recent testimonials, 
to be sent imme Mtiately to Group Secretary, Bedford Group 
Hospital Management Committee, 3, Kimbolton-road, Bedford. 
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BARRY ACCIDENT HOSPITAL. 

SENIO! HOt OFFK requ House available to rent. 

cit Cardif? Hospital 
Manageme mitt thedral-road, Cardiff 

BEBINGTON, WIRRAL, CHESHIRE. CLATTERBRIDGE 

HOSPITAL ENTRAL WIRRAL GROUT plications are invited for 

t pos f JUNIO! HOSPITAL. “MEDI Al OFFICER 

t} edics resident or locun Salary in accord 

rrent erms ind ditions of service 

10s. less £170 p.a. for residential 


forms, obtainable from the Seeretarv, should be 
res it! 10 days of the appearance of this advertisement. 
BEVERLEY, WESTWOOD HOSPITAL. 
He SE House Officer or Senior House 
he wt ‘ core cant now General 
surgical d ‘8 ~ d opportunity for 
gene l exp for 
F.R.C.S Al ved but fully registered 
practiti rs 
Ay ' sto Group Secretary, Westwood Hospital, Beverley, 
Yorkshire 
BEXHILL HOSPITAL, Bexhill-on-Sea. (61 Beds.) Senior 
Hot 01 R pli sitions are invited for this post (resi- 
dent } riod ft ear National scale of salary 
BEXHILL Bexhill- on-Sea. (61 Beds.) House 
(ik ed Pre-registration post vacant 
Apply to Hospital Adr strator 
BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 1 21 Beds and §& House Surgeons HOUSE 
SURGEON (resider Hospital largest traumatic unit in the 
t nad ver new patient each 
t I S. (I Teaching pro 
gramme by ¢ nsult staff H-r nth appoi t some of 
which may be spent in 42 dded Medical Research Council's 
Burt a 


Administrate 


Apply, naming 2 referee 
BIRMINGHAM, 9 LITTLE BROMWICH 


Host Al PEDIATRI HOUSE FRYSICTAN Male | 
vacant Ist August, 1958. D H. Inelud 
or W Neonat Department 
»P lent bw 2nd 
BIRMINGHAM REGIONAL wosPiTaL BOARD. Whole- 
‘ SENIOR tEGISTR Duties at All 
~ ts fTeulrne irly Treatment 
Cent Bin ne Experience specialt equired, Suecessful 
ir nee witl for nee of Senior 
Ree greed t 
A or s fr ~ ry. 10, is-road, Bir- 
minghar 15, to be rned b Lath July 
BIRMINGHAM THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN'S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16 Applications re nvited for the of RESIDENT 
SURGICAL OFFICE! Registrar), va 7 September, 1958, 
for 1 vear. Preference w te licants 
le f pod sure fi 
sof apy tor ta f the post may 
f the House ¢ be ret ed 
1958 \ to the Board of Go 


BIRMINGHAM 


PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMINGHAM, 
16. SENIOR HOUSH OFFI EK (casualty) required, resident 
or non-resident, for 1 year from 21st ptember, 1958. Duties 
n ide t f ‘ ai surgical emergencies, 
th ‘ er ondit ind minor surgical 

Let sof the postr ~ Obtained from the House Governor, 
together w form of applic ation should be returned to 
him by 12th July. 1958 

G. A. PHALP, Secretary to the Board of Governors. 


THE UNITED BIRMINGHAM HOS- 


Birming 


BIRMINGHAM 


PITALS rHt HILDREN's HOSPITAL, Ladywood-road 
hat 16 t I e inv of RESIDENT 
CLINICAI ‘PATHOLOGIS1 Officer grade), 
nt 19th & miber ible for persons 
tr gf d reer in pathology 
rhe ext nd meetings 
and ¢ gat 

Forms i use Governor 
should be returned to him b 

G etary to the Board of Governors, 


BIRMINGHAM. THE HOS- 


PITALSA Ay ‘ ons are ippointment of RESI- 
DENT Al PATHOLOGIST senior House Officer 
grace e Queen Elizal Hospital, Birt There are 
, Be t ittacl Departr nt f (link Pathology 
Ir nt « l exper ematology, baec- 
ter “ nd sor provide 
oO} r ti for living ions in 
m I pp ri 

nm bye i tary to 
the B f United Birming) Hospitals, Queen 
Elizat Hos] B ingt l ind should be returned to 
hin 


HERTS 
post of 


BISHOP'S STORTFORD, HERTFORDSHIRE. 
invited for 


AND ENERAL HOSPITAL Applications 

HOUSE OFFICER (surgical — pre-registration). salary £467 10s. 
£522 10 le £125 for residential emoluments Applica- 
tions will a be dered f n fully registered practitioners. 
Ay t mmence immediately 


and 
of referees, 


itionality, qualifications 


2 testimonials or names 


BISHOP AUCKLAND. THE GENERAL HOSPITAL. 


SENIOR HOUSE OFFICER or JUNIOR HOSPITAL MEDI- 
CAL OFFICER ANASTHETIST required at the above Hos- 
pital. Grading according to qualifications and or experience. 


to Group Secre- 


Applications, including names of 3 referees, 
by 


tary, South West Durham Hospital Management Committee, 
Sth July 


BLACKBURN. ROYAL INFIRMARY. (262 general beds.) 


BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (casualty and orthopedics) re- 
quired Lith September, 1958. Recognised for F.RLC.S. 

Apply to Group Secretary, Hospital Management Committee 
Office, Royal Infirmary, Blackburn 


BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTER., 
Royal Infirmary, Blackburn 


HOUSE PHYSICIAN required for 23rd July, 1958. Post 
recognised for pre-registration purposes 
HOUSE SURGEON required for 28th July, 1958. Post 
recognised for F.R.C.S. and approved for pre-registration 
Purposes 
Queen's Park Hospital, Blackburn 
HOUSE SURGEON required 23rd July, 1958. Recognised 
for F.R.C.S. and approved for pre-registration purposes. 
HOUSE PHYSICIAN required Ist August, 1958. Post recog- 
nised for pre-registration purposes 
Victoria Hospital, Accrington 
HOUSE PHYSICIAN required Ist August, 1958. Post 
recognised for pre-registration purposes. 
Apply to Group Secretary, Hospital Management Committee 


Office, Royal Infirmary, Blackburn 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTES 
Royal Infirmary, Blackburn 
HOUSE SURGEON required for 17th 
nised for F. B.C Ss. and approved for pre 
Victoria Hospital, Accrington 
SENIOR HOUSE OFFICER (medicine) required 
1958 
Apply to Group Secretary, Hospital Management Committee 
Office, Royal Infirmary, Blackburn 
BOGNOR WAR MEMORIAL HOSPITAL. 


Aufrust, 1958. Recog- 
registration purposes, 


22nd July, 


(32 Beds.) 


RESIDENT SENIOR HOUSE OFFICER required to work 
under visiting Consultant Surgeon and Physician; also casualty 
work. Salary £819 10s. less €150 p.a. for residence. Modern fully- 
equipped theatre. Good liaison with Chichester main hospitals 


| general practitioners. Also gives opportunity for 
late reading 


referees’ names, 
Management Committee, 


to Group Secretary, Chichester 
174, Broyle-road, 


Hospital 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
OMMITTEE 
RESIDENT Officer grade). 
Bolton District 
12 months and 


House 
and 
for 


(Senior 
Infirmary 
tenable 


AN ESTHETIS1 
fain duties at Bolton Royal 
General Hospital. Now 
for the D.A 
ar Vacant 10th 
cessful candidate 
(131 
infeet 


ER (Senior House Officer 
August and tenable for 12 months. Suc- 
will be required to reside at Hulton Hospital 
1 quarters available. Duties include care of 
dermatological cases and some rheumatism and 
geriatric ind may include outpatient and inpatient duties 
in the Hospitals of the Group 
Bolton District General Hospital (607 Beds) 
RESIDENT HOUSE SURGEONS (2). 1 vacant immediately 
and 1 ith ~~ tenable for 6 months and recognised under pre- 
registration ice scheme Also recognised for F.R.C.S. 
RESIDE NT ‘Hot SE PHYSICIANS (3). Vacant 12th July, 
Ist August, and 13th Angust Tenable for 6 months and recog- 
nised under pre-registration service scheme 
The Royal Infirmary, Bolton (258 Beds) 


he 
and 


CASES, 


RESIDENT HOUSE SURGEONS (3) Vacant 9th July, 
15th July, and Ist August, tenable for 6 months and recognised 
under pre-registration service scheme, Also recognised for 
F.R.C.S 

Applications, stating age, nationality, qualifications, experi- 

ence and the names of 2 referees, to Group Secretary, The Royal 
Infirmary, Bolton. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley -road BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of 3 HOUSE PHYSICIANS. The appointments, 
which become vacant at the beginning of and mid-August, are 
recognised for pre-registration purposes, 

Applications to the Hospital Secretary. 


BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
314 Beds.) HOUSE SURGEON (including gynecology ) required 
Ist August, 1958. Pre-registration and recognised for F.R.C.S, 
Applications, stating usual particulars, and naming 2 referees, 
the Administrative Officer, Koyal Sussex County Hospital, 
Brighton 


BRIGHTON GENERAL HOSPITAL. 


Applications are 


invited for the appointment of SENIOR HOUSE OFFICER 

(orthopedics). Recognised for F.R.C.S. examinations. Salary in 

accordance with national scale. Vacant 9th August, 1958. 
Applications, stating age, qualifications, and experience, 


together with copies of recent testimonials, and giving the names 
of 2 referees, should be sent to the Physician Supe rintendent, 
Brighton General Hospital, Elm-grove, Brighton, 7, 
possible. 

BRIGHTON GENERAL HOSPITAL. 
invited for the appointment of HOUSE SURGEON to the 
Orthopedic Unit. Salary in accordance with national scales, 
This is a pre-registration appointment. Vacant early in July. 
stating age, qualifications, and experience, and 
names of 2 referees, should be sent to the Physician- 
Brighton General Hospital, Elm-grove, Brighton, 


as soon a8 


Applications are 


Applications, 
giving the 
Superintendent, 


| 
to Hospital Secretary. | 
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BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON (recognised 


for F.R.C.S.) to the General Surgical Unit (60 Beds). The post 
will be vacant on Ist August, 1958. Salary in accordance with 
national seale. The post is recognised as a pre-registration 


appointment. 

Applications, stating age, qualifications, experience and giving 
the names of 2 referees, should be sent to the Physician-Superin- 
tendent, Brighton General Hospital, Elm-grove, Brighton, 7. 
BRIGHTON,1. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road. Locum SENIOR HOUSE SURGEON, 


Female (Senior House Officer grading), required for the period 
23rd July-Sth August, 1958, inclusive. Salary at the rate of 
£15 19s. per week less residential emoluments. 


Applications, with full particulars, to be sent to the Administra- 
tive Officer by 7th July, 1958. 

BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (130 Beds.) BRIGHTON AND LEWES 
HOSPITAL MANAGEMENT COMMITTEER., Vacancy for HOUSE 
SURGEON for 6 months from 3rd July, 1958. The post offers 
wide experience in pediatrics and is recognised for D.C.H. 
Open to pre-registration candidates. 

Applications, stating age nationality, qualifications and 
experience, together with copies of recent testimonials, to be 
sent to the Administrative Officer as soon as possible. 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road, (130 Beds.) BRIGHTON AND LEWES 
HOSPITAL MANAGEMENT COMMITTEE. Vacancy for HOUSE 
PH YSICLAN for 6 months from 31st July, 1958. The post offers 
wide experience in pediatrics and is recognised for D.C.H. 

Applications, stating age, nationality, qualifications and ex- 
perience, together with copies of recent testimonials, to be sent 
to the Administrative Officer by Sth July, 1958. 
BRIGHTON. SUSSEX EYE HOSPITAL. 
SENIOR HOUSE SURGEON (Senior House Officer grade) 
and HOUSE SURGEON required end of August. Both posts 
recognised for F.R4S. and D.O. Suceessful applicant for the 
post of House Surgeon will be considered for the senior post on 
completion of 6 months. 

Applications, stating usual particulars, 
to the Administrative Officer, Royal Sussex County 
Brighton, 7 
BRADFORD ROYAL 


(56 Beds.) 


and naming 2 referees, 
Hospital, 


INFIRMARY, Yorkshire. Senior 


HOUSE OFFICER (general medicine, with some duties in 

pathology) required. Post vacant Ist August, 1958. 
Applications, stating age, nationality, qualifications and 

experience, with copy testimonials, to Secretary. 

BRADFORD. ST. LUKE'S HOSPITAL. Senior House 

OFFICER (general medicine and pathology). Vacant 14th July, 

1958 


qualifications and 
toyal Infirmary, 


Applications, stating age, nationality, 
experience, with copy testimonials, to Secretary, 
Bradford. 
BRISTOL. COSSHAM MEMORIAL HOSPITAL. (88 
Beds, acute medicine and surgery, and Casualty Department.) 
Vacancy for SENIOR HOUSE OFFICER in General Surgery. 
Unmarried accommodation only. Tenable initially for 1 year, 
renewable by mutual agreement. 

Applications, stating age and experience, and naming 2 

referees, to the Hospital Secretary, Cossham Memorial Hospital, 
Kingswood, Bristol, by Lith July, 1958. 
BRISTOL. MANOR PARK HOSPITAL. (650 Beds.) 
JUNTOR HOSPITAL MEDICAL OFFICER, Salary £852 10s. 
£55-#1182 10s. Furnished accommodation available, together 
with board and laundry, for which a charge of £170 p.a. is made. 
The Hospital caters largely for chronic illness in the older age 
group with some acute medical work. Consultant staff visit 
regularly, and there is ample time for postgraduate study. 

Applications, stating age, nationality, whether married or 

single, experience, qualifications, and names and addresses of 
2 referees, to be sent to the Group Secretary, Manor Park Hos- 
pital, Manor-road, Fishponds, Bristol, within 7 days of the 
appearance of this advertisement. 
BRISTOL MENTAL HOSPITAL MANAGEMENT COM- 
MITTER. BARROW AND FISHPONDS HOSPITAL, Applications 
invited from registered medical practitioners for appointment as 
SENIOR HOUSE OFFICER. Experience in general medicine 
or neurology an advantage. The Group includes modern Admis- 
sion Units, Neurosis Centre, and Day Hospital, with departments 
of applied psychology and electroencephalography. The appoint- 
ment offers opportunities for experience in many aspects of acute 
and chronic psychiatric illness. Board-residence can be provided 
for a single officer. 

Applications, giving details of experience, and names of 3 

referees, should be sent to Medical Superintendent, Barrow 
Hospital, Barrow Gurney, near Bristol. 
BURNLEY AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (anesthetics). 
The post offers good all-round experience under Consultant staff 
and is recognised for the Diploma in Anesthetics. Resident 
accommodation is available. 

Applications, with 2 references, to the 

Burnley General Hospital. 
BURNLEY AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (pediatrics), 
This post provides wide and varied experience in all branches 
of pediatrics and there is a new Pediatric Unit at the main 
Hospital. Post recognised for D.C.H. Good accommodation 
available, 

Applications, with 2 references, 

General Hospital. 
BURNLEY AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTER. BURNLEY GENERAL HOSPITAL (641 Beds). 
BURNLEY VICTORIA HOSPITAL (171 Beds), RESIDENT HOUSE 
OFFICERS (medical). The appointments are approved as pre- 
registration posts. Vacant July. 

Applications, with 2 references, to Group Secretary, 
General Hospital. 


u 


Group Secretary, 


to Group Secretary, Burnley 


Burnley 


BURNLEY AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. BURNLEY GENERAL HOSPITAL (641 Beds). 
BURNLEY VICTORIA HOSPITAL (171 Beds). RESIDENT HOUSE 
OFFICERS (surgical). The appointments are approved as pre- 
registration posts and recognised for F.R.C.S. Subject to satis- 
factory service, the successful applicants will be favourably 
considered for appointment as House Physician at the termin- 
ation of contract as Surgical House Officer. Positions vacant 
July. 


Applications, with 2 references, to Group Secretary, Burnley 
General Hospital. 
BURNLEY GENERAL HOSPITAL. (641 Beds.) Resident 


HOUSE OFFICER (gynecology). The appointment is recog- 
nised as a pre-registration post and also recognised for M.R.C.O.G, 
Subject to satisfactory service, the successful applicant will be 
favourably ‘considered for an obstetric appointment. Position 
vacant August. 

Applications, with 2 references, 
and District Hospital Management Committee, 


to Group Secretary, Burnley 
Burnley General 


Hospital, Burnley. 
BURTON-ON-TRENT. THE GENERAL HOSPITAL. 
HOUSE OFFICER re- 


(orthopeedics) (pre 
quired at the above Hospital. Recognised for F. 

Applications to Group Secretary as soon as Haan . 
BURTON-ON-TRENT GENERAL HOSPITAL. Applica- 
tions are invited for the post of Pre-registration HOUSE 
SURGEON (general) at the above acute General Hospital of 
251 Beds. Recognised for F.R.C.S. 

Apply Group Secretary, Gene ral Hospital, Burton-on-Trent. 
BURTON-ON-TRENT GENERAL HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER ANESTHETIST required 
at the above acute General Hospital of 251 Beds. Recognised 
for D.A 

Applications to Group Secretary. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. BURY GENERAL HOSPITAL. Applications invited for 
the post of SENIOR HOUSE OFFICER in Casualty. The post, 
which is recognised for the examination of the F.R.C.S., will be 
vacant mid-July. 


Apply, stating full details of experience, &c., and names of 2 
referees, to H. WILKINSON, Group Secretary, Bury General 
Hospital. 

BUSHEY MATERNITY HOSPITAL, Bushey Heath, 
HERTFORDSHIRE. (50 Beds.) RESIDENT OBSTETRIC HOUSE 


antenatal and 
Edgware, 


SURGEON for Hospital. Duties include 


above 


other clinics at the Edgware General Hospital, 
Middlesex. Post vacant 4th July, 1958. 6 months’ appointment. 
Post recognised for D.Obst.R.C.O44. and for pre-registration 


purposes. 

Applications, stating age, qualifications, 
enclosing copies of up to 3 recent testimonials, to 
Administrator of Hospital immediately. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. ADDENBROOKE'S HOSPITAL, CAMBRIDGE. HOUSE 
OFFICER (E.N.T. Department) for 6 months from 20th August. 
Pre-registration (surgical) or post-registration applications will 
be considered. 

Apply to the Secretary by 12th July, 
qualifications and experience with dates, 
testimonials. Interviews late July. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. ADDENBROOKE'S HOSPITAL, CAMBRIDGE. HOUSE 
SURGEONS (2) for 6 months from 17th and 18th August. 
Recognised pre-registration service. 

Apply to the Secretary by 12th July. 
qualifications and experience with dates, 
testimonials. Interviews later July. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. CASUALTY OFFICER, Senior House Officer grade, 
1 year from mid-August. 

Apply to the Secretary, 
and experience, with dates, 
by 5th July. 
CANTERBURY. 


e xperie nce, and 
Medical 


stating age, nationality, 
and with copies of 3 


stating age, nationality, 
and with copies of 3 


qualifications 
3 testimonials, 


stating age, nationality, 
and with copies of 


KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of SENIOR HOUSE PHYSICIAN 
becomes vacant at the end of July, 1958. Salary £819 10s. p.a. 
with National Health Service conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) The post of OBSTETRIC HOUSE SUR- 
GEON, which is recognised for the M.R.C.O.G. and D.Obst.- 
R.C.O.G. becomes vacant towards the end of July, 1958. National 
Health Service salary and conditions. 

Applications, together with 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds. Applications are invited for the post of 
SENIOR HOUSE OFF ICER (pathology), which becomes vacant 
mid-July, 1958, for 1 year. Salary £819 10s. p.a., With National 
Health Service conditions. Experience in pathology not essential 
but candidates must-have had previous clinical experience. 

Applications, stating age, qualifications, together with copies 

of 2 recent testimonials, to be addressed to the Hospital Secretary 
at the above Hospital. 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (non-resident) required to com- 
mence end of July in Casualty Department, with duties in 
Observation Unit of St. David's Hospital, Cardiff. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF (near). PRINCE OF WALES ORTHOPAEDIC 
HOSPITAL, RHYDLAFAR, near CARDIFF. SENIOR HOUSE 
OFFICER required at anvove Hospital. Married or single accom- 
modation available. 

Form of application from Greup Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 45 
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CARDIFF. GLAN ELY HOSPITAL, Fairwater, Cardiff. 
There is a vacancy for a SENIOR HOUSE OFFICER at this 
240 Beds, for the treatment of tuberculosis 

ry and non-pulmonary and allied chest condi 

nee available in thoracic surgery and operative 

vne and joint, genito-urinary, and glandular 

tion from Group Secretary, 44, Cathedral-road, 

CARDIFF ISOLATION ee ee (219 Beds.) Senior 
re SE OFFICER: ired at above Hospital. Hospital serves 
de area, gives opp« nity for study of infectious diseases; 
nvyelitis res ory unit and medical and convalescent 

t vacant | ugust 

wl f application from Group Secretary, Cardiff Hospital 
! ment Committee, 44, Cathedral-road, Cardiff 
CARDIFF ROOKWOOD HOSPITAL. Senior House 
OFFICER (surgical) required at above Hospital 
Fort f application from Group Secretary, Cardiff Hospital 
Manage nt ¢ I ttee, 44, Cathedral-road, Cardiff 
CARDIFF ST. DAVIO'S HOSPITAL. Senior House 
OFFICE! esident required immediately in Geriatric Unit 
200) Bed He ital 
Forn on from Group Secretary, Cardiff Hospital 
Mar ttee, 44, Cathedral-road, Cardiff 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
invited for the appointment of REGISTRAR 
on e Cardiff? Royal Infirmary. Non-resident 
post August 
Ay iVailable from the Secretary to the 
Bourd at the Royal Infirmary, Newport-road, Cardiff, 
ind should he d within 14 days of the appearance of this 
CARLISLE. CUMBERLAND INFIRMARY, city 
GENERAL HOSPITAL and CITY MATERNITY HOSPITAL. Applications 
are invited for the following appointments 
SENIOR HOUSE OFFICER (general medicine 6 months’ 
ths period from Ist August, 1958 
HOUSE OFFICE! bstetrics and gynmcology Recognised 
for D.Obst.R.C.0.G. and pre-registration 6 months’ period 
from Ist August, 1958 
HOUSE OFFICER (mainly gynecology with some obstetrics ). 
Pre-registration. 6 months’ period from Ist September, 1958, or 
SENIOR HOUSE OFFICER (orthopedics). 6 months’ or 
nths’ per Now vacan 
ADI tions wit ? nam reference purposes, to be sent 
t ; Secretary, F Cumberland Hospital Management 
Co ee, id Infirmary. Carlisle 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. (790 
Beds Apr i e¢ invited for the following posts, com- 
ng Ist August 
1) JUNIOR HOSPITAL MEDI AL OFFICER or SENIOR 
HOUSE OFFICER (orth ‘ 

Pre-regis t OFFICER (orthopedic). This 
pos i fs i part of the time in orthopmdic 
nd neral surgery 

The Ort poet it has 120 Beds and deals with the accident 
work fror ] ble part of Lanarkshire. 

t s stating age jualifications and experience, 
togetl with the names ‘ 2 referees, should be submitted to 
tr Group Medical Superintendent as soon is possible 
CARSHALTON, SURREY. QUEEN MARY'S HOSPITAL 
FOR CHILDREN children’s hospital of 550 Beds.) 
SURGICAL AND PTHOPEDI REGISTR AR required for 
duties whic include hared Registrar responsibility for 120 
‘ peed beds and 60 acute and general be ds Applicants are 
invited t hospital by appointment with the Physician 
Superinte 

Apr ich should be made on forms obtainable from 
the Group Secretar should be returned immediately 
CHELMSFORD. ST. JOHN'S HOSPITAL. Applications 

nvited from ristered practitioners for the post of RESI- 
DENT P EDIAT RIM HOUSE OFFICER (Male or Female), 
commencitr sible To work in the Pediatric Unit 
a the ¢ (jroup The Unit ineludes a 
Pr ots, and a Neonatal Department 
in Hospital The Department is 
at nationality, qualifications and 

‘ with recent testimonials, should be for- 

mm 0 the Group Secretary, Chelmsford Group 
Management Committee, Chelmsford and Essex Hos- 
mdon-road, Chelmsford 
CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
HOUSE SURGEON required (pre- or post-registration). The 
post offers a wide experience in general surgery, gyne#cology, and 
orthopedic surgery Post recognised for the F. RUC US. 

Ap wi names of 2 referees, to the Secretary, General 

Hospit Cheltenham 


CHELTENHAM MATERNITY HOSPITAL. Cheltenham 


GROUP HOSPITAL MANAGEMENT COMMITTE? Applications are 
invited fre registered medical practitioners for the appointment 
of JUNIOR HOSPITAL MEDICAL OFFICER. The Hospital 
which is 1 cnised for the purpose of training for the D.Obst. 
.OG Beds and deals with the majority of abnormal 
midwife wes in North Gloucestershire The appointment is 
for a per i of 12 months and will be vacant immediately. 
Applications giving age, qualifications, experience, and names 
and addresses of 3 referees should be sent to the Secretary, Chel 
tenhar Group Hospital Management Committee, General 
H pital, Cheltenham 
CHESTERFIELD ROYAL HOSPITAL. House Surgeon 
required mid-July at above Hospital. Post recognised for pre- 
re tion and F.R.C.S. purposes, and if desired medical post 
can be offered after 6 months 


to Group Secretary, Chesterfield Hospital Man- 
with names of 2 referees. 


Please apply 
agement Committee, 
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— LE-STREET GENERAL HOSPITAL. (204 
seds. 

HOUSE PHYSICIAN (general medicine). Approved pre- 
registration post. 

SENIOR HOt Sk OFFICER (general surgery). Post recog- 
nised under S. regulations. 

HOUSE St RGE ON (general surgery). Approved = pre- 
registration appointment, and recognised under F.R.C.S. regu- 
lations 

Posts vacant Ist August, 1958. 

Apply, with names and addresses of 2 referees, to Group 

Secretary, Dryburn Hospital, Durham. 
CHICHESTER. ST. RICHARD’'S HOSPITAL. (400 Beds.) 
CHICHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. Re- 
quired HOUSE SURGEON (pre-registration), for 6 months 
only in the first instance. Post vacant mid-July, 1958. The Man 
or Woman appointed will work primarily in the surgical wards 
of the Hospital. Hospital recognised for F.R.C.S 

Applications, stating age, qualifications and ¢ xpe rience, giving 
names of 2 persons from whom reference may be ehtsined, 
should be sent to the Surgeon-Superintendent. 
COLCHESTER, ESSEX. SEVERALLS HOSPITAL. 
SENIOR HOUSE OFFICER required at the above Mental 
Hospital. There are excellent opportunities for up-to-date experi- 
ence and postgraduate work in all branches of psychiatry, 


of neurosis. given at 


including tre atment Opportunities will be 
1. 


the Hospital for clinical instruction for the D.P 
Applications, with particulars and copies of testimonials, or 
names of referees, to the Medical Superintendent as soon as 


possible. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE Applications invited for: 
Biack Notley Hospital, Braintree, Essex (522 Beds) 
Post of SENIOR HOUSE OFFICER, for Non-Pulmonary 
Tuberculosis Unit of approximately 120 Beds, particularly for 
skeletal and renal tuberculosis; also rhe uname arthritis cases 
and spastic children. Recognised for F.R.C.S. 
Post of HOUSE PHYSICIAN. Pre-registration or third post. 
Includes duties in medical and peediatric wards. Tenable for 
6 months. 


Post of HOUSE SURGEON. Pre-registration or third post. 
Includes duties in general surgical and gynecological wards. 
Recognised for F. RC Ss Tenable for 6 months 


Clacton and District Hospital, Clacton-on-Sea, Essex 


58 Beds) 
Post of SENIOR HOUSE OFFICER. 
Post tenable 


surgical, and casualty work. 


Duties include medical, 
for 6 months or 


year 
Applications, with copies of 3 testimonials, to Group Secretary, 
14, Pope’s-lane, Colchester, Essex. 


(86 


DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
Beds Applications invited for post of HOUSE OFFICER or 
SENIOR HOUSE OFFICER (pwdiatrics), vacant 16th July, 
1958, tenable for 6 months. Duties mainly surgical, but includes 
some medicine Post recognised for D.C.H. and is open to 
pre-registration graduates 

Applications, with names of 2 referees, to be sent as soon as 


possible to Secretary. 


DORCHESTER. DORSET COUNTY HOSPITAL. House 
SURGEON (Male or Female) required for resident, pre-registra- 


tion post becoming vacant early August. Recognised for F.R.C.S. 
examination and tenable for 6 months. 

Applications, stating age, qualifications, together with copy 
testimonials, to Group Secretary, West Dorset Hospital Manage- 


Dorchester, Dorset. 


EAST RIDING GENERAL 
Vacant 


ment Committee, Damers-road 

DRIFFIELD, YORKSHIRE. 

HOSPITAL. (247 Beds.) SENIOR HOUSE PHYSICIAN. 

now. Duties to include acute and chronic medicine. 
Detailed applications, with references, to the Group Secretary 

Westwood Hospital, Beverley, Yorkshire. 

DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 


HOSPITAL. (247 Beds.) JUNIOR HOUSE PHYSICIAN, vacant 
now. Approved pre-registration post, but fully registered prac- 
titioners may apply. Duties to include geriatrics and acute 


house appointment, 


l experience for first 
Hospital, Beverley, 


Westwood 


Good gener 
Group Secretary, 


medicine 

Apply 
Yorkshire. 
DORIFFIELD, EAST RIDING GENERAL 


HOSPITAL. (2 Beds.) HOUSE SURGEON (first, second or 
third post) Vi acant early July. General surgery, casualty and 
some orthopedics. Approved pre-registration post. Fully 
registered practitioners may apply. 

Applications to Group Secretary, Westwood Hospital, Bever- 
ley, Yorkshire. 
DURHAM. DRYBURN HOSPITAL. (309 Beds.) House 
PHYSICIAN (Prediatric Unit of 42 Beds). Approved = 
registration appointment and recognised for D.C.H 
vacant Ist August, 195%. 

Apply, with names and addresses of 2 referees, to Group 


Secretary, Dryburn Hospital, Durham. 


EBBW VALE HOSPITAL. (General beds 71, 


maternity 15.) pplications are invited for the vacancy of 
JUNIOR HOSP it AL MEDICAL OFFICER. Staff comprises 
Resident Consultant Surgeon, visiting Orthopedic, Gyneeco- 
logical and Ophthalmic Surgeons, and Resident House Officer. 
Appointment shall be for a period not exceeding 4 years. 
Apply, with full details and references, to Group Secretary, 


North Monmouthshire Hospital Management Committee, Nevill 
Hall Hospital, Abergavenny, Mon. 

EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 
(704 Beds.) Part-time CLINICAL ASSISTANT required for up 
to 4 sessions per week in the Department of Physical Medicine at 
per weekly notional half- 


above Hospital. Salary £183 15s. p.a. 
day. Post vacant Ist September, 1958. 

Applications, stating age, qualifications and experience and 
the names and addresses of 2 referees, to Group Secretary, 
Hendon Group Hospital Management Committee, Edgware 
General Hospital, Edgware, Middlesex, by 5th July, 1958. 
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DOUGLAS. NOBLE’'S ISLE OF MAN HOSPITAL. (160 GRAVESEND AND NORTH KENT HOSPITAL, 

Beds. Applications are invited for pre-registration post of GRAVESEND, KENT. MEDWAY AND GRAVESEND HOSPITAL 

HOUSE SURGEO Salary in accordance with Whitley seale. MANAGEMENT COMMITTEE. KESIDENT SURGICAL OFFICER 
(Senior House Officer grade) required for new post. Excellent 


Post vacant mid-August. 

Apply to the Secretary, Noble's Hospital, Douglas, Isle of Man. 
DOUGLAS. NOBLE’'S ISLE OF MAN HOSPITAL. (160 
Beds.) SENIOR HOUSE SURGEON required at this busy 
general hospital. Suitable post for candidate seeking further 
clinical experience and reading for higher qualifications. RKecog- 
nised for F.R.C.S. 4 House Officer posts. National Health Service 
salary and conditions. Post becomes vacant early June. 

Apply, giving usual particulars, and names of 2 referees, to 
the Secretary, Noble's Isle of Man Hospital, Douglas. 

EAST GRINSTEAD, SUSSEX. QUEEN VICTORIA 


SURGERY AND JAW INJURBES UNIT.) TUN- 


4 residents on staff. 


HOSPITAL. (PLASTIC 
BRIDGE WELLS GROUP HOSPITAL MANAGEMENT COMMITTER. 
RESIDENT HOUSE OFFICER required. Appointment vacant 


offering considerable oppor 
and jaw injuries work. 
referees, to Hospital 


Ist August, 1958, for 6 months, 
tunity to gain experience in plastic surgery 
Apply, stating age, and names of 3 
Secretary. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT HOUSE PHYSICIAN (approved pre-registration ). 
Vacant 30th August, 1958. General medical duties. 6 months’ 
appointment 
Applications in own handwriting, with copies of testimonials, 
to the retary, Enfield Group Hospital Management 
Committee, Farm Hospital 
ENFIELD. WAR MEMORIAL HOSPITAL, Chase Side, 
ENFIELD, MIDDLESEX. RESIDENT SENIOR HOUSE OFFICER 
required immediately for general medical and surgical duties in 
jeds. 12-month appointment. 


Group 
at (hase 


acute general hosvital of 61 
Applications, with names and addresses of 2 referees, to the 
Group Seeretary, Enfield Group Hospital Management Com- 


mittee, Chase Farm Hospital, The Ridgeway, Enfield, Middlesex. 
EPPING. ST. MARGARET'S HOSPITAL. Senior House 
OFFICER (chest diseases and casualty) required for Tuberculosis 
Wards in busy general hospital. 40 chest diseases beds run in 
conjunction with clinic within the grounds Good experience. 
Modern methods of treatment. Candidate required to devote 
one-third of time to casualty duties. Appointment vacant 2nd 
August, 1958—locum appointment available for preceding 
fortnight. 

Applications, with 
to the Group Secretary, 
Committee, Oak Cottage, “he 
July, 1958 


2 recent testimonials, to be sent 
Hospital Management 
Epping, Essex, by 4th 


copies of 
pping Group 
Plain, 


EPPING. ST. MARGARET'S HOSPITAL. Resident 
SENIOR HOUSE OFFICER (surgery). Post vacant 
August. Recognised for F.R.C.S. Busy general hospital with 


aceess to London 
wr copies of 2 testimonials, to reach the 
Group Hospital Management Committee, 
Epping, Essex, by Lith July, 1958. 
Seow, SURREY. WEST PARK HOSPITAL (for all 
ges of nervous and mental disorders). WEST PARK HOSPITAI 

MANAGEMENT COMMITTER. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the appointment 
of a REGISTRAR in Psychiatry at above Hospital. Candidates 
may be of either sex. Single residential quarters available. All 
modern methods are practised and there are facilities for study 
forthe D.P.M. Within easy reach of London. 

Application forms obtainable from the Group Secretary to the 
West Park Hospital Management Committee, Epsom, Surrey, 


cusy 
Applications, 

Secretary, Epping 

Cottage, The Plain, 


Group 
Oak 


to whom they should be returned not later than 12th July, 1958. 
GLASGOW. VICTORIA INFIRMARY. Senior House 
OFFICERS (general medicine), 2 posts. Applications are 


invited from registered medical practitioners of not less than 
1 year’s standing rhe appointments are for 1 year from Ist 
September, 1958. Holders will be required to spend 6 months as 
resident House Physician in the Cardiac and Metabolic Unit and 
6 months, non-resident, with a General Medical Unit. 

Applications, with names of 2 referees, to the Secretary, 
Board of Management for Glasgow Victoria Hospitals, 24, St. 
Vincent -place, Glasgow, C.1. 


@Lasaow ROYAL INFIRMARY. 


SENIOR HOUSE OFFICER (surgery). 
JUNIOR HOSPITAL MEDICAL OFFICER (orthopedics). 
Duties at above Infirmary 


Applications in writing, supported by the names of 3 referees, 
to the Secretary and Treasurer, Board of Management for 
Glasgow Royal Infirmary and Associated Hospitals, 135, 
Buchanan-street, Glasgow, C.1. 
GRIMSBY GENERAL HOSPITAL. 
REGIONAL HOSPITAL BOARD. Wholetime 
RESIDENT MEDICAL REGISTRAR required. 
up-to-date medical library. Appointment for 1 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 7th July, 1958, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 

GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
RESIDENT HOUSE SURGEON required for general surgery. 

Post is vacant on 6th July and tenable for 6 months. It is 

approved for pre-registration candidates and recognised for the 
examination. 

Applications, with copies of 3 testimonials, 
the Hospital Secretary as soon as possible. 


(226 Beds.) Sheffield 
RESIDENT or NON- 
Hospital has 
year in first 


should be sent to 


GRAVESEND AND NORTH KENT HOSPITAL, 
GRAVESEND, KENT. MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTER. HOUSE SURGEON. Applications 


vacant now. Post 


are invited for this pre-registration poet, 
and orthopeedics, as 


offers experience in obstetrics, gynecology 


well as general surgery. Salary £467 10s.-€577 10s. p.a., 
according to experience. 
Applications, stating age, qualifications, nationality and 


experience, to Hospital Secretary. 


experience in busy general hospital. Salary £819 10s., less £150 
p.a. for residential emoluments. 
Applications, stating age, qualifications, 
nationality, to the Hospital Secretary. 
HAREFIELD AND NORTHWOOD GROUP HOSPITAL 
MANAGEMENT COMMITTEE. ORTHOPAH DIC REGISTRAR 
required for this group of hospitals. Work involves sessions at 
Harefield, Mount Vernon and Northwood, Pinner and District 
Hospitals together with 3 sessions at St. Vincent's Orthopedic 
Hospital. 
Application 


experience and 


returnable to the 
Group Hospital 
Northwood, 


from and 
Northwood 
Vernon Hospital, 


forms obtainable 
Group Secretary, Harefield and 
Management Committee, Mount 
Middlesex, by 19th July, 1958. 

HASLEMERE AND DISTRICT HOSPITAL. (83 Beds.) 
GUILDFORD GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
invited from registered medical practitioners for the 
OFFICER (surgical with charge of 
10th September, 


tions are 
post of SENIOR HOUSE 
12 acute medical beds). Duties to commence 
in general and emergency surgery, 


1958. Valuable experience 
orthopedic, E.N.T., gynecological, children and casualty work. 
Cottage available October. 


Applications to Hospital Secretary, Haslemere and District 


Hospital, Haslemere, Surrey, by 12th July, 1958, with names 
of 3 referees. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
Beds.) Locum HOUSE SURGEON required. Pre-registration 
or Senior House Officer, according to experience. 

Apply to Administrator. 

HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) HOUSE SURGEON. Pre-registration post for 
general surgery and urology required at this acute hospital 
(surgical) immediately. 

Applications, with names of 2 referees, to Administrator. 
HASTINGS. ST. HELEN’S HOSPITAL. (493 Beds.) 
HOUSE SURGEON required. Pre-registration post recognised 
for F.R.C.S. Staff of 5. Vacant now. 

Applications immediately to Hospital Administrator. 
HAYLE, CORNWALL. ST. MICHAEL’S HOSPITAL. 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER, vacant now (unexpectedly). There are acute medical, 
surgical and gynecological beds under consultant supervision. 
(70 Beds.) Salary £750-£50-—£850 p.a., plus unfurnished modern 
detached house. 

Applications, naming 2 referees, should be sent to the Hospital 


Secretary. 
HEMEL HERTFORDSHIRE. west 
HERTS HOSPITAL. 2 SURGEONS (pre-registration) 
required. 
heolications, giving full details and 2 names for reference, 
should be sent to the Hospital Secretary as soon as possible. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. Locum Tenens SENIOR HOUSE OFFICER 
(pediatrics) required for period 12th—26th July (inclusive). 

Applications, together with copies of 2 recent testimonials, 
should be sent to the Hospital Secretary as soon as possible. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for 
appoifiment of RESIDENT HOUSE PHYSICIAN (Male or 
Female), second post held. tecognised pre-registration post. 
Preference given to applicants who have held resident surgical 
or medical posts in general hospital. Duties to commence Ist 
August, 1958. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SU RGEON (general surgery, gynecology 
and obstetrics) (first or second post). To commence as soon as 
possible. Pre-registration post; recognised under F.R.C.S. 
regulations. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. . 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
appointment of HOUSE SURGEON (general, first or second post) 
to commence as soon as possible. Pre-registration post; 
recognised under F.R.C.S. regulations. Applications will also be 
considered from fully re giste red practitioners. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. E 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
SURGEON (resident) for duty with Accident Service 


HEMPSTEAD, 
HOUSE 


HOUSE 
and as Orthopedic House Surgeon, required 4th July. Recog- 
nised as pre-registration post. : 

Applications, stating age, nationality, qualifications and 


experience, together with copies of 3 recent testimonials, to 


Medical Administrator, Lister Hospital. e 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 


RESIDENT HOUSE PHYSICIAN now required. Recognised 
as pre-registration post. 
stating age, nationality, qualifications and 


Applications, 
experience, together with copies of 3 recent testimenials, to be 
sent to the Medical Administrator, Lister Hospital. 

HIGH WYCOMBE, BUCKINGHAMSHIRE. WAR MEMO- 
RIAL HOSPITAL. (100 Beds.) Pre -registration HOUSE PHYSICIAN 
required for 6 months. Post vacant 21st July. 

Apply immediately, with names of 2 referees, ss 
HIGH WYCOMBE, BUCKINGHAMSHIRE. WAR MEMO- 
RIAL HOSPITAL. (100 Beds.) Pre-registration or post-registration 
HOUSE OFFICER requiced for 6 months for General Surgery and 
Orthopeedics. 

Apply immediately, with names of 2 referees, to the Secretary. 
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HIGH WYCOMBE, BUCKINGHAMSHIRE. warR MEMO- KILMARNOCK INFIRMARY. (147 Beds.) House Officer 
RIAL HOSPITAL GENER AND BELN.T. HOUSE SURGEON [| (medical 2 posts, vacant Ist August. Wide experience under 
required. Married ac iVailable. |} Consultant supervision. Resident National terms. 
Apply to Secretary | Apply immediately Area Medical Superintendent, 1, Hill- 
HIGH WYCOMBE, BUCKINGHAMSHIRE. WAR street, Kilmarnock (Telephone: Kilmarnock 1300). 
MEMORIAL HOSPITAI 100) Beds =ENIOR KESIDENT KING'S LYNN. WEST NORFOLK AND KING'S LYNN 
HOUSE PHYSICLAN required. Post vacant 13th July | GENERAL HOSPITAL 146 Beds.) Applications are invited for the 
Apply immediately, with copies of timonials or names of } post of HOUSE OFFICER (medicine) (recognised for pre-regis- 
2 referees, to the Secretary tration Appointment will be for 6 months io the first instance, 
’ Post vacant end of July. 9 residents employed. The post offers 
valuable experience in acute medical, ophthalmic and chest work, 
H h Applications, with names and addresses of 2 referees, to be 
approx! ely September whiten | forwarded to the Group Secretary, King’s Lynn Area Hospitals 
rhe post offers excellent Management Committee, st James Hospital, Extons-road, 
S| ™M nag ; Committee, Oldchureh Hospital, | KINGSTON HOSPITAL. Applications are invited from 
of ull -tinne EDICAL REGISTRAR (2 posts, one of which 
HUDDERSFIELD. MILL HILL HOSPITAL. (164 Beds.) | is available on Ist November, 1958, and the canes on Sth Decem- 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE Appm a | ber 1958 The suceessful candidates may be either resident or 
tions are invited for the post of | LESIEDE NT MI DICAL OFFI- | non-resident If non-resident, will be expected to oceupy a 
CEI Junior Hospital Medic oft er «ra ESo2 1Us.-£55- | duty room when on duty, unless living very near to the Hospital. 
£1182 1s. p.a at adove epita rh prest t allocation of Forms of application are obtainable from the Group Secretary, 
beds is 28 for infectious diseases and 136 for geriatric patients. Kingston Group Hospital Management Committee, 35, Coombe- 
Applications, together with copies of 3 recent testimonials, tO | road, Kingston upon Thames, and should be returned to him 
be addressed to the gs ‘ ter 8 posstbte |} within 14 days of the appearance of this advertisement. 
| LANCASTER. ROYAL LANCASTER INFIRMARY. 
The Roval Infirmary Huddersfield - : } (240 Beds RESIDENT HOUSE OFFICER (medical) (pre- 
—— —— | registration post Duties include care of acute cases under the 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) | supervision of 2 Consultant Physicians and attendance at con- 
HUDDERSFIELD Ht MARAE COMME Applic tions sultative clinics. Post vacant July, and tenable for 6 months. 
are invited from Vis . stered medical practitioners | Applications, with names of 2 referees, to Group Secretary, 
for the st of HOt SE HY TAN te monet duties Of | Rtoval Lancaster Infirmary, Lancaster 
sddressed h eo Dole Beds RESIDENT HOUSE OFFICER (surgical) (pre-registra- 
add | tion post Suecessful applicant will work with Consultant 
Huddersfield Hospital M gement Committee. |} Surgical Unit and attend Consultative Clinics. Post vacant July, 
The Roval Infirn ry. Huddersfield } and tenable for 6 months Recognised for F.R.C.S. 
1 | Applica ns, with names of 2 referees, to Group Secretary, 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) | proya) Lancaster Infirmary, Lancaster 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE | (ggpg. UNITED LEEOS HOSPITALS/LEEDS REG- 
RGEON » Commence On Sth | JONAL HOSPITAL BOARD, Applications are invited for the post of 
Roa - SENIOR REGISTRAR in Psychiatry associated with the Leeds 
te, | University Department of Psychiatry. The successful candidate 
pal a 1 as pom ul | and rese work of the Department at the Genera nfirmary 
Infirn — gg and st. J ex's Hospital, Leeds. Candidates should hold high 
= med jualifications and a Diploma in Psychological Medicine 
HUDDERSFIELD. sT Luke s HOSPITAL. (235 Beds.) or equivalent 
Applications are invited fe e post of RI BEDS NT MEDICAL Applications stating age, qualifications and details of appoint- 
OFF Ie ER (Junior Hospita Mi: le Office it the above ments held showing dates, together with the names and addresses 
Hospital, to commence duties Ang es 19. The Group | of 3 referees, should be forwarded to the Secretary, Joint 
Geriatric Admise Unit is based on this Hospital, which also | Registrars Committee, Park-parade, Harrogate, by 9th July, 
caters for te 1 sure ediatris nd maternity | 1958 
With The tertis and conditions Of | (near). WOODLANDS ORTHOPADIC HOS- 
service for hospite edieal and dental stafl, £852 108.-#55- | pypat, RAWDON, near LEEDS 112 Beds.) SENIOR HOUSE 
£1182 10s p.a. House available for married candidate : | OFFICER (resident) required. Post vacant Ist October, 1958. 
Applications, together with copies of 3 recent testimonials, to | Applications, stating age and experience, with copies of 2 
be sent to the undersigned as soon as possible | testimonials, to the Secretary, The Royal Infirmary, Bradford, 9 
He. J JOHNSON, Giroup Secretary, ¥ orkshire 
dderstield te 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 
HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) | ‘1 
HULL A GROUP HosPital — EMENT MMITTEF Applications | a Duties in Leeds 4 and B Groups. Recognised for 
are invited for the post tESIDE NT HOUSE PHYSICIAN F.F.LA. RCL. and D.A. Resident or non nor mal 
pre-registration post). Vacat id-July -— b) York A and Tadcaster Group. Approximately 375 Beds in 
Applications, wit 2 recent testimonials, to the Hospital the surgical specialties. Non-resident. 
Secret (ieneral Medicir 
HUNTINGDON COUNTY HOSPITAL. Applications are | Regional Rheumatism Centre, Harrogate (240 Beds) (9 ses- 
invited for the post of HOUS!I or I Lb EK (surgical) now vacant. | sions), and Rheumatic Clinic, General Infirmary, Leeds (2 
Post recognised for pre-registration purposes sessions Resident at the Royal Bath Hospital, Harrogate. 
Apply, with full particulars and names of 2 referees, to Seere- | Obstetrics and Gynacology 
tary, County Hospital, Hr med | ‘ Leeds A Group. Duties to alternate (6-month periods) 
ILFORD. KING Qeonae HOSPITAL, Eastern- avenue, | between St. Mary’s Hospital, Leeds (109 obstetric beds), and 
wi “ for a HOUSE | St. James's Hospital, Leeds (75 obstetric and 52 gynecological 
IAN at tal on 6tl \ugust 1458 First | beds Resident Recognised for M.R.C.O.G, 
id post; pre-regi ic The post will be tenable for | 4) Halifax General Hospital with additional duties at Halifax 
a Royal Infirmary 108 obstetric and 41 gynecological beds). 
wtienlars and accompanied by Recognised for Resident. 
the undersigned within 7 days of | Otolaryngology 
ur “1 | York County and City Hospitals (28 E.N.T. beds). Resident 
Giroup Secretary, or non-resident. 
Ilford Hospital Management Committee. | Psychiatry 
King George Hospital | a) Menston Hospital, near Ikley (2500 Beds). Resident. 
IPSWICH AND EAasT SUFFOLK HOSPITAL (Anglesea- | he Mesnweod ie y), Leeds (800 
HOU SU Re EON , If desired facilities for attendance at the Leeds University will 
~ o Consultar seneral Surgeon, vacant 28th the 
July. 1958 Post recognised for pre-registration and F.R.C.S. be provided if the successful candidates are studying for the 


Applic tions. with cx pies of recent testimonials, to Hospital | Applications, stating age, qualifications and details of present 
Secretary and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 9th July, 1958. 
| 
| 
} 
| 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
LEEDS REGIONAL HOSPITAL BOARD. Senior 


WEST M or pees: AN REGIONAL HOSPITAL BOARD Locum Tenens 


fy Anwst hetics from 18th August to REGISTRAR vacancies 

22nd r. 195% (EG tAR vacs 

Anesthetics 

D Al pli ion Medical Hull A Group of hospitals with additional duties as required 
“go roe sddlesex Hospital, Isleworth, Middlesex, by in the Hull B and East Riding Groups. Non-resident. 


| Psychiatry 
KETTERING AND DISTRICT HOSPITAL MANAGE- | st. James's Hospital, Leeds (General Hospital Psychiatric 
MENT COMMITTE? Applications are invited from registered | Unit). Candidates must hold the D.P.M. or equivalent qualifica- 
prac tithe mer for the appointment of SENIOR HOUSE | tion. This appointment offers excellent opportunity for experi- 
to e Geriatric Unit in this area There are 160 | ence in dealing with neurosis. The work will be in association 
with the University Department of Psychiatry; research and 

teaching may be undertaken. 
Applications stating age, qualifications and details of appoint- 


sin the unit in 3 hospitals Post vacant 14th August, 
Residential accommodation available. National scale of 


Applications, together with the names and addresses of 2 ments held showing dates, tovether with the names and addresses 
referees, to the Group Secretary, Central Administration Offices, of 3 referees, should be forwarded to the Secretary, Park-parade, 
General Hospital, Kettering. . Harrogate, by 9th July, 1958. 
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LEEDS REGIONAL HOSPITAL BOARD. Registrar | MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
vacancies. PITAL, BLACKLEY, MANCHESTER, 9. (380 Beds. Recognised for 

D.C.H.) RESIDENT SENIOR HOUSE OFFICER (surgical). 


Anesthetics 
Huddersfield Group (approximately 225 Beds in the 

specialties). Non-resident. 

General Surgery 
Hull Royal 


surgical 


Infirmary (80 general surgical beds) and other 
hospitals in the Hull A Group ineluding additional duties in the 
Casualty Department. Non-resident. 

Obstetrics and Gynacology 
Hospitals in the Hull 
logical beds). tecognised for M.R.« 

Orthopadic Surgery 

Woodlands Orthopedic Hospital, 
Orthopedic Outpatient Department, Bradford Royal Infirmary. 
Offers excellent training in all branches of accident and ortho- 
peedic surgery. Resident. Detached furnished house available for 
a married person; also single accommodation available. 
Psychiatry 

Storthes Hall Hospital, Huddersfield (2750 Beds). Facilities 
for attendance at the Leeds University will be provided if the 
successful candidate is studying for the D.P.M. 

Applications, stating age, qualifications and details of present 
and previous appointments, with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 2nd July, 1958. 
LEICESTER ROYAL INFIRMARY. Locum Senior 
HOUSE OFFICER (obstetrics and gynecology) required 16th 
August-2nd September inclusive. 

Applications, giving details, &c. 

No. 1 Hospital Management Committee, The 
Infirmary, immediately. 
LINCOLN COUNTY HOSPITAL, Sewell-road, Lincoln. 
(200 Beds.) Applications are invited from Men and Women for 
the post of RESIDENT HOUSE PHYSICIAN. This is an 
approved pre-registration post. The vacancy will occur on 
2nd August, 1955 

Applications, with copy testimonials, should be sent to the 
Group Secretary, Lincoln County Hospital as soon as possible. 
LINCOLN COUNTY HOSPITAL, Sewell-road, Lincoin. 
(200 Beds.) Applications are invited from Men and Women for 
2 posts of RESIDENT HOUS' SURGEON. These are approved 
pre-registration posts which will be vacant on Ist August, 1958. 
The duties are with General Surgeons. If satisfactory candidates 
will be appointed for a second 6 months as House Physicians. 

Applications, with copy testimonials, should be sent to the 
Group Secretary, Lincoln County Hospital, as soon as possible. 
LIVERPOOL. NEWSHAM GENERAL HOSPITAL, 
Belmont-road, LIVERPOOL, 6 Applications are invited for the 
following appointments tenable from September and which may 
be resident or non-resident 

4 HOUSE PHYSICIANS §$ (pre-registration) or SENIOR 
HOUSE OFFICERS. Grading according to qualifications and 
experience. 

SENIOR HOUSE OFFICER (dermatology ). 

Salaries : Senior House Officer €819 10s. p.a., less £150 p.a. 
if resident. House Physicians £467 10s.-£522 10.-£577 10s., 
according to experience, less £125 p.a. if resident. 

Applications to be forwarded to the Physician-Superintendent 
at the Hospital as soon as possible. 

LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. (215 
Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the resident post of SENIOR HOUSE OFFICER 
(medical) vacant Ist August, 1958, at this busy General Hospital. 

Applications, with full details, together with names of 2 
referees, should be addressed to the Hospital Secretary. 
LUTON AND DUNSTABLE HOSPITAL. Children’s 
ANNEXE, LUTON, BEDFORDSHIRE. RESIDENT PEDIATRIC 
HOUSE OFFICER required. The post is recognised for the 
D.C.H. and as a second pre-registration post in medicine. The 
duties include both medical and surgical wards. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to the 
Secretary, Luton and Hitchin Group Hospital Management 
Committee, St. Mary's Hospital, Luton. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bed- 
FORDSHIRE. SENIOR HOUSE OFFICER for Accident Service, 
including duties in the Hand Infee x Unit, required for vacancy 
mid-July. Post recognised for z 

Applications, stating age, né tionality, qualifications and 
experience, together with copes of 3 recent testimonials, to be 
sent to the Secretary of the above Hospital as soon as possible. 
MANCHESTER, 4. ANCOATS HOSPITAL. Applications 
are invited for the post of a SECOND CASUALTY OFFICER 
(Senior House Officer) now vacant, The post is recognised for 

-R.C.S. Facilities for further study and practice in surgery are 
available in the Hospital. This is a busy general hospital with a 
bed complement of 153 comprising general medicine, general 
surgery, traumatic and orthopedic surgery, and E.N.T. It has a 
busy outpatient and casualty department with annual attend- 
ances at the Casualty Department of 9600. 

Applications, with names of 2 referees, by 7th July, 1958, to 
Group Secretary, North Manchester Hospital Management 
Committee, Crumpsall Hospital, Manchester, &. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 

AINT MARY'S HOSPITALS, MANCHESTER. Applications are invited 
for the post of RESIDENT CLINICAL PATHOLOGIST (Senior 
House Officer grade), vacant in August. Candidates must have 
held house-appointments, but previous laboratory experience is 
not essential. Suitable for candidates interested in obstetrics 
and or pediatrics wishing to obtain laboratory experience. Thre 
duties will be mainly in the Department of Clinical Pathology, 
Saint Mary's Hospitals, but the holder of the post will also spend 
some time in the Manchester Royal Infirmary. 

Applications to be made on forms obtainable from the under- 
signed and submitted by l4th July, 1958. 

R. Wisk, General Superintendent, 
Whitworth Park, Manchester, 14 


4 Group (34 obstetric and 91 gynmco- 
.O.G, Resident. 


tawdon 100 Beds) and 


. to Group Secretary, Leicester 
Leicester Royal 


A. 
Saint Mary’s Hospitals, 


Duties orthopedic and E.N.T. Post vacant Ist August. 

Applications, giving names and addresses of 2 referees, to be 

sent to Group Secretary, from whom further particulars may be 
obtained. 
MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. (380 Beds. Recognised for 
DC.H.) HOUSE OFFICER (surgical), pre- or post-registration. 
Duties mainly general surgery and neurosurgery. Post vacant. 

Applications immediately, with usual particulars and copies 
of 2 recent testimonials, to Group Secretary. 

MANCHESTER REGIONAL HOSPITAL BOARD. 
SHAROFK GREEN HOSPITAL, PRESTON. (375 Beds.) REGISTRAR 
in General Medicine. Post vacant 5th September, 1958. 

Application forms obtainable from the Group Secretary, 
Preston and Chorley Hospital Management Committee, Royal 
Infirmary, Preston, Lanes. 

MANCHESTER REGIONAL HOSPITAL BOARD. North 
AND MID-CHESHIRE GROUP OF HOSPITALS. ALTRINCHAM GENERAL 
HOSPITAL AND ANNEXE, near MANCHESTER. (130 Beds. Recog- 
nised under F.R.C.S. regulations.) Applications are invited for 
the post of SURGICAL REGISTRAR, vacant middle of August. 
This appointment, in a busy general hospital, with duties at 
other hospitals in the Group, offers excellent opportunities of 
practical surgical experience to suitably qualified candidates. 

Applications, together with 2 recent testimonials, to be sent 
to the Group Secretary, North and Mid-Cheshire Hospital 
Management ¢ ommitte e, Sinderland-road, Altrincham, Cheshire. 
MANCHESTER REGIONAL HOSPITAL BOARD. 2 posts 
of SENIOR REGISTRAR in Radiology as follows : 

(a) North Manchester Group of hospitals (Crumpsall, Ancoats, 
Manchester Northern and Victoria Memorial Jewish Hospitals) 
and Booth Hall (Children’s) Hospital, Manchester. 

hb) Salford Group of hospitals, mainly at Salford Royal 
Hospital, but also including duties at toyal Manchester 
Children’s Hospital and Hope Hospital, Salford. 

The posts are included in the rotation scheme organised by the 
Board and the Board of Governors of the United Manchester 
Hospitals, and it is expected that the appointees to these posts 
will undertake a period of training at the Manchester Royal 
Infirmary or other hospital in the Teaching Group. 

Application forms from the Senior Administrative Medical 

Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 16th July, 1958. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Geriatric Department. Resident or non-resident. Duties are 
primarily in the active medical wards. Excellent experience is 
available in the unit which has been developed om modern lines 
and has available full general hospital facilities. 

Applications, stating age, qualifications, present post, experi- 

ence, and the names of 2 re fe rees, to be forwarded to the Group 
Secretary at the Hosp ital immediately. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTER. Applications 
are invited for the post of SENIOR HOUSE OFFICER (surgical), 
including casualty duties, vacant on Ist September, 1958. The 
. which is normally tenable for 12 months, is recognised by 
the Royal College of Surgeons for the final F.R.C.S. examina- 
, and possession of the primary F.R.C.S. will be an advantage. 
The Hospital is recognised by the Manchester University for the 
teaching of undergraduate students. 


Applications, with full details, to the Group Secretary, 
Withington Hospital, as soon as possible. 
MAIDENHEAD HOSPITAL, Berkshire. Applications 
invited for the post of ¢ UALTY OFFICER (Senior House 


Officer grade), vacant Ist July. Post recognised for F.R.C. 
Applications, stating age, qualifications, experience aoa 
nationality, with copies of testimonials or names of 3 referees, to 
secretary. 
MAIDENHEAD HOSPITAL, Berkshire. 
invited for post of HOUSE SURGEON, vacant 2nd 
Pre-registration post. 
Applications, stating age, qualifications and nationality, 
names of 3 referees, to Secretary. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 


Applications 
July. 


with 


above Hospital. Post vacant end of June, 1958. There are 55 
E.N.T. beds and 6 specialist operating se ssions each week. 
Valuable experience is available, and the post is recognised for 


the purpose of the F.R.C.s. and the D.L.O. Salary will be 
£819 10s. a vear, less £150 a year for residential emoluments. 

Applications to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Apptoations are invited for the appointment of 
SENIOR HOUSE SURGEON in the Ophthalmie Department of 
the above Hospital. Post vacant now. The Hospital is recognised 
by the Examining Board for the F.R.C.S. and the D.O. Salary 
£819 10s. a year less £150 a year for residential emoluments. 

Applications should be forwarded to the Administrative 
Officer, Kent County Ophthalmic and Aural Hospital, Church- 
street, Maidstone. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months’ appointment. Vacant now. Recognised 
for F.R.C.S. Salary at the rate of £467 10s.-£577 10s. p.a. A de- 
duction at the rate of £125 a year is made for board and daaee. 
and other services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 
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MANSFIELD (near), NOTTINGHAMSHIRE. HARLOW 
WOOD ORTHOPEDIC HOSPITAL Beds Recognised for 
F.R.C.S. examination SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT REGISTRA orthopa required 
Successful candidate will be attached to the Hand Service Unit. 
and traumatic 


dics 


Post also offers long-term training in orthopedics 
surgery Appointment for 1 year in first instan 

Apply to Secretary, Sheffield Regional He anti il Board, Old 
Fulwood-road, by 7th July, 1958, giving age, nationality, quali 


fications, und previous appointments with dates, naming 
3 referees 
MEXBOROUGH. 
ANNEXE 198 Beds.) Locum SENIOR 
(casualty and orthopeedics £15 resi 
Applications to the Secretary 
Doncaster-road, Rotherham 


MIDDLESBROUGH (near). 


present 


HOSPITAL AND 
HOUSE OFFICER 
ntial «emoluments. 


Fern Bank, 


MONTAGU 


HEMLINGTON HOSPITAL. 
COMMITTEE Appli 


SOUTH TEES-SIDE HOSPITAL MANAGEMENT 
cations are ed for the appointment of SENIOR HOUSE 
OFFICER ery) at the above H il. The appointment is 
recognised for the F.R.C.S. examinations. The Hospital does not 
have a casualty dey artment 


names for refer 


qualifications, and 
Hospital Secretary 
HEMLINGTON HOSPITAL. 


COM- 


ze, 
the 


forwar a to 


MIDDLESBROUGH (near). 


(274 Beds. SOUTH TEES-SIDE HOSPITAL MANAGEMENT 
MITTEE Applications are invited from registered medical prac 
‘ re post of HOUSE PHYSICIAN at the above 

post is recognised for pre-registration service under 

, 1950, and the medical unit « sts of 60 Beds. 

situated in a rural area wi mn easy reach of 

stating age, qualifications and experience, 


essed to the 


Middlestbr« 


reference, should be 


Hospital 


for 
Hemilington 


together with 2 
Hospital Secretary, 


MIDDLESBROUGH GENERAL HOSPITAL, Ayresome 


ugh 


Green-lane, MIDDLESBROUGH 105 Beds.) SOUTH TEES-SIDE 
HOSPITAL MANAGEMENT COMMITTE! Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (ortho 
wedics) at the above Hospital he post is recognised for the 
R.C.S. examinati and includes some duties in the Casualty 
Department, which is under the supervision of a full-time Senior 
Casualty Officer 


ms 


experience, 
Hos 


stating age 
names of referees, 


qualificat ic and 
uld be sent to the 


Applications, 
together with the 
pital Secretary. 
MIDDLESBROUGH GENERAL HOSPITAL, Ayresome 
105 Beds TH TEES-SIDI 


sho 


Green-lane, MIDDLESBROUGH 

HOSPITAL MANAGEMENT COMMITTEE Applications are invited for 
the appet itn f SE NIOR HOUSE OFFICER (surgery) at 
the abov e appointment is recognised fe the 
F.RS a will include some duties in the Casualty 


, Which is under the supervision of a full-time senior 


Department 


Casualty 


Applicatio stating age, ations and experience 
together with the names of 2 s, should be sent to the 
Hospital Secretary as soon a8 possible 
MORECAMBE. QUEEN VICTORIA HOSPITAL. Resi- 
DENT SENIOR HOUSE OFFICER (surgical The post tis 
normally tenable 1 year 1 t} successful applicant will be 
attached the specialist ul unit 

App i with names of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster 


NEWARK GENERAL HOSPITAL. Nottingham No. 


HOSPITAL MANAGEMENT OMMITTEE. ITNIOR al, 
MEDICAL OFFICER (medi required for bovwe pital 
situated on Great North-road ipproximately 2 from 
Nottingham Post r rood experien« or nt staff 


Nottingham 


attending Newark He 
Hospit FF) salary and 
f th regwulations. 


Dutie to com 
giv rees, should be sent to 
ry Hospital Management 
eral ghan 
NEWCASTLE REGIONAL HOSPITAL BOARD. Registrar 
PHYSICIAN, whole-time, for Durham Group of hospitals —mair 
hospital, Dryburn (309 Beds); single accommodation available or 


of 3 referees, to Senior 


joard, Ben 


furnished house if require 


dent, st Niche 


Beds Accom 
in psye hiatry 


weastle 


HIATR time 


whole 
upon Tyne 


PSs 
Gosforth, Ne 


Hospital, 


modation ava ble (i00d experience an 
offer vailable for the apy tee to take the 
Dur! M. course. Fu rther pa iticulars from the 

pP ames and addresses of 3 referees, to 


itri Hospital Board, Benfield-road, 
r'yne, 6, within 14 days. 


THE UNITED NEWCASTLE UPON 


Ipor 


NEWCASTLE. 


TYNE HOSPITALS Applications are invited for the non-resident 
appoin tment of SENIOR HOUSE OFFICER in the Depart 
ment hological Medicine The successful candidate will 
have y for clinical experience in inpatient and out 
patie under the direction of the head of the department 
and a be responsible for emergency duty as required. 
Faci given to take the Durham [).P.M. course The 
appoi * for 1 year and will be subject to the terms and 
cond ervice of hospital medical staff in the National 
Health Service 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

W. SANDERSON, House Governor and Secretary. 


Royal Victoria Infirmary, Newcastle Tyne. 
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NEWMARKET GENERAL HOSPITAL, Suffolk. Appli- 


eations are invited for the post of HOUSE PHYSICIAN now 
vacant Duties include house charge of general medical and 
pulmonary tuberculosis beds Che post is recognised for pre 
registration, is resident and tenable for 6 months Salary in 
accordance with national scale 

Applications, with 3 recent testimonials, to Medical Superin 


tendent 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) Appli- 


eations are invited for the post of SENIOR HOUSE OFFICER 
in the Department of Thoracic Surgery. Post vacant Ist July 
1958. Salary £819 10s. p.a. less £150 for residential emoluments. 

The appointment will be for 
Applications, stating ue ility, qualifications and 
together with « testimonials, should be 


experience 
sent to the 
Nottingham 


NOTTINGHAM CITY HOSPITAL. 


Secreta Hospital, Hucknall-road, 


Hospital 


(811 Beds. 
HON AI 


Recog- 
HOS 


nised for training for M.RC.O.G SHEFFIELD n 
PITAL BOARD i REGISTR obstetrics 
and gynecology ) requir wil year it st instance 

Apply to seeretary eld Reg i) Hospital Board, Old 
Fulwood-road, Sheff ith July, 1958, giving age, nation 
ality, qualifications ind previous appointments with 
dates, naming 3 referees 


NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 


registration HOUSE SURGEONS required. Posts vacant June 
and July 
Applications, stating age, qu itions and experience, 
towether with copies of testimor ls, to be sent to Group 
secretary 
NOTTINGHAM GENERAL HOSPITAL. Senior House 
OFFICER (orthoped and fracture required. Dnties to 
nce about ] 1958 Post offers exceptional 
‘ ir t i ry 
cations, ns and experience, 


towether sent to Group 


NOTTINGHAM GENERAL HOSPITAL. 


retary 


Senior House 


OFFICER (surgery) required. Duties to commence 26th July, 
1958 

Applications, stating ge, qualificat rience and 
nationality, together with « opie s of testimor be sent to 
Group Secret (ieneral Ho ] Nottingh 


NOTTINGHAM GENERAL HOSPITAL. 


‘Resident Pre- 
PHYSICIANS required. | 


osts Vacant 


registrat HOUSE 
June ar ly LOCUM required i 
ns, stating ind experience, 
together wit testinuc sent Group 
Secretary 
NOTTINGHAM GENERAL HOSPITAL. 
are invited for the post of SENTOR HOUSI OFFICER ualty ), 
duties to commence about 26th Juls Establishment Reco 
nised for F.R.C.S experience of casualty work. 
Applications stat slity cati ind experi 
ence, together wit! t be sent to the 
Secretar General He n im 
ORPINGTON HOSPITAL, Kent. Pre-registration 


now vacant 


RGEON fi 
| pleasantly 


rjence 


Offers go 


Orthopaedic and E.N.1 


int large 
h of Londo 


ly to Surgeon-Superinter Orpington 


in Anesthetics hospitals Vacant hortly. 
Recog ] A = The appointment fe ] vear 
in the fir el for exte on to a second year 

t nable from the Regis- 
trar Commit ib md, Oxford, st h him by 


16th July 
PLYMOUTH. 
PITAI cations 


MOUNT GOLD ORT HOS- 
MI t ¢ 


SE NIOR 


the post 


opedic and Fr 


entring or ind Associated Hospitals 
Post recog ed by sodation for married man 
may be Vailal 

Applicat s, statir ions with dates, &e., and 
with pies of 2 rece to be forwarded to the 
Secretary, Mount Gols outh 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 


HOSPITAL. 
I Ist 


IOUSE SURGEONS, pre-registration posts, vacancies 
and 23rd Jur Ist Jnivy, 1958. Recognised for the F.R.C.S. 
Greenban spit 

In all cas I f 3 referees and addresses, also state 
age iationalit ua ‘ ons ind experience to Group 
Secretary, 7, Nelson-gardens, 


PLYMOUTH. SOUTH DEVON "AND EAST CORNWALL 


HOSPITAL, Greenbank-road SENIOR HOUSE OFFICER in 

Surgery. vacant &th August, 1958. Recognised for the F.R.C.S 
Applications, stating age tionality, qualifications and ex- 
names of 3 referees, to be sent to the 


perience, together wit 
Group Secretary 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 


wualty Department. 


HOSPITAL FREEDOM Central ¢ 
RESIDENT SENIOR HOUSE OFFICER in Casualty, vacant 
immediately. Recognised for the 

Applications, with names of % referees, to be sent to the 


Group Secretary. 


PLYMOUTH. ISOLATION HOSPITAL. 


THE SCOTT 


HOUSE OFFICER (third appointment) required for duty in 
general medical wards at the above Hospital. Immediate 
vacancy. 

Applications, to include full det ind names of 2 referees, 
to be sent to Group Secretary, Plymouth Special Hospital 


Management Committee, &, Nelson-gardens, Stoke, Plymouth, 


as soon as possible. 


er 
situated wit! 
\ 
Administrative Medical Officer, Regional Hospital [Ii 7”: 
fleld-road, Newcastle upon Tyne, 6, within 14 day 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
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PONTYPRIDD AND RHONDDA HOSPITAL MANAGE- 
MENT COMMITTEE. 


East Glamorgan Hospital, Church Village, near 
Pontypridd (336 Beds and large Outpatient Depart- 
ment. Committee's Base Hospital serving population of 
174,000 Recognised we F.R.C.S8., 
D.C.H., F.F.A.R.C.8., 

SENIOR HOUSE OFFICER. (medicine), to commence 
lst August, 1958. 
SENIOR HOUSE OFFICER (obstetrics and gynmcology), 


to commence Ist August, 1958. 
SENIOR Hol SE OFFICER 
Ist August, 195 
SENIOR HOU SE 
SENIOR HOUSE 


(pediatrics), to commence 


OFFICER (pathology), to commence 


OFFICER (anmsthetics), to commence 


15th August, 1958. 
Liwynypia Hospital, Liwynypia, Rhondda (201 Beds 
including acute medical and chronic sick beds, serving 


area population of 112,000) 
SENIOR HOUSE OFFICER (medicine), to commence 
Ist August, 1958. Person appointed to this vacancy will also be 
required to undertake duties at the Glyncornel Hospital and have 
part responsibility for the Group Infectious Diseases Hospital. 
Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. 
POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE 
Locum CASUALTY OFFICER (Senior House Officer) required 
for a fortnight from 21st July, 1958. No weekend duties. 
Applications to the Hospital Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
Queen Alexandra Hospital 


SENIOR HOUSE OFFICER, General Medicine and Derma- 
tology. Vacamt, Ist July, 1958. 
Surgery (37 surgical beds) 
HOUSE OFFICER (pre-registration). Vacant 24th August, 
1958. 


Royal Portemouth Hospital 
Surgery (70 surgical beds) 


HOUSE OFFICER (pre-registration). Vacant Ist July, 1958. 
Orthopaedic (104 orthopaedic beds) 
SENIOR HOUSE OFFICER. Vacant 2nd August, 1958. 
HOUSE OFFICER (pre-registration). Vacant 14th July, 1958. 
Padiatric and Medical (30 beds) 
HOUSE OFFICER (pre-registration). Vacant 12th August, 
1958. 


Saint Mary's Hospital 
Surgery (120 surgical beds) 
HOUSE OFFICERS (3) (pre-registration ). 
1958, 9th August, 1958, and 12th August, 
Infectious Diseases Hospital 

SENIOR HOUSE OFFICER for 12 months or Locum required 
with duties also on the tuberculosis wards and the Poliomyelitis 
Diagnostic and Respiratory Centre. Vacant immediately 

Applications, stating age, experience and qualifications, 

together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst, St. Mary’s Hospital, Milton- 
road, Portsmouth. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of Locum 
ANAESTHETIC REGISTRAR in the Portsmouth Group of 
hospitals for the holiday period 3 months from the beginning 
of July, 1958. 

Applications should be sent immediately to the 
tary, Portsmouth Group Hospital Management 
Saint Mary's Hospital, Milton-road, Portsmouth. 
PRESTON. ROYAL INFIRMARY. (400 Beds.) Senior 
HOUSE OFFICER in Neurosurgery. Recognised for F.R.C.S. 
Vacant Ist August. 

Applications, with names of 2 referees, 


Vacant 28th June, 
1958. 


Group Secre- 
Committee, 


to Group Secretary, 


Preston and Chorley Hospital Management Committee, Royal 
Infirmary, Preston, Lancs. 
READING. BATTLE HOSPITAL. (391 Beds.) Reading 


AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON (pre- or post- 
registration) required in the Accident and Orthopeedic Depart- 
ment. F.R.C.s. recognised. Also casualty duties. Vacant 
immediately. 
Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 
ROTHERHAM HOSPITAL, Doncaster-gate, Rotherham. 
(161 Beds. tecognised for F.R.C.S. examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD, Whole-time RESIDENT SURGICAL 
REGISTRAR required, 3rd September. Appointment for 1 year 
in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 7th July, 1958, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
ROTHERHAM HOSPITAL, Doncaster-gate, Rotherham. 
(161 Beds. Recognised for F.R.C.S. examination.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (orthopedics and casualty) required 2nd September. 
Appointment for 1 year in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 7th July, 1958, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
ROTHERHAM. MOORGATE GENERAL HOSPITAL. 
(342 Beds, 38 Cots.) Locum SENIOR HOUSE OFFICER 
(surgery ) required. 
Applications, stating qualifications, 
3 referees, to Secretary to Committee, 
road, Rotherham. 


experience, and names of 
Fern Bank, Doncaster- 


ANNOUNCEMENTS 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. RESIDENT HOUSE SURGEON 
(Male). Pre-registration appointment vacant immediately. 


Opportunity of House Physician's post to follow if required. 
Applications to Hospital Secretary. 

RHYL. ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 

Applications are invited from pre-registration or registered 

medical practitioners for the post of HOUSE PHYSICIAN at 

the above Hospital. Post vacant Ist August, 1958. Tenable for 

6 months. 
Applications, copies of 2 testimonials, to be 


with 
Clwyd and Deeside 


together 


sent forthwith to the Group Secretary, 

Hospital Management Committee, ** Rhianfa’’, Russell-road, 
thyl. 

RHYL. ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 
Applications are invited from pre-registration or registered 


medical practitioners for the post of HOUSE SURGEON. Post 
tenable for 6 months as from Ist September, 1958. Recognised 
for F.R.C.S. 

Applications, with 2 testimonials, to be sent forthwith to the 
Group Secretary, Clwyd and Deeside Hospital Management 
Committee, Rhianfa,’’ Russell-road, Rhyl. 

ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE PHYSICIANS required at Birch Hill 
Hospital. 2 resident posts available in July. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lancs. 
ROCHESTER, KENT. ST. BARTHOLOMEW’'S HOS- 
PITAL. (Recognised for the F.R.C.S.) MEDWAY AND GRAVESEND 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON, 
Applications are invited for this pre-registration post in general 
vacant from beginning of July. If held by a registered 


surgery, 
practitioner, post will be limited to 6 months. Salary £467 10s.— 
£577 108. p.a., according to experience. 

stating age, qualifications, nationality and 


Applications, 
to be addressed to the Hospital Secretary. 

ST. BARTHOLOMEW’S HOS- 
MANAGEMENT COM- 


experience, 
ROCHESTER, KENT. 
MEDWAY AND GRAVESEND HOSPITAL 


PITAL. 
MITTEE. Applications are invited for the post of CASUALTY 
OFFICER (Senior House Officer grade). 1 of 2 in the depart- 
ment. Post vacant now and tenable for 6 months or 1 year. 


tecognised for F.R-C.S. Salary £819 10s. p.a. 


Applications, stating age, nationality, qualifications and 
experience, with recent testimonials, to Hospital Secretary. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (620 


(general medicine) 


Beds.) Locum SENIOR HOUSE OFFICER 
inclusive. 


required from 17th July to 2nd August, 1958, 
Applications immediately to the Secretary. 
ROCHFORD. GENERAL HOSPITAL. Locum Registrar 


required in the large Obstetric and Gynecological Unit at the 
above Hospital for the period 18th July—10th August, 1958. 
Applications immediately to the Secretary, Management 


General Hospital, Rochford, Essex. 
ROMFORD, ESSEX. OLOCHURCH HOSPITAL. (722 
Beds.) ORTHOP. DIC HOUSE SURGEON (resident) re- 
quired in the Orthopedic and Accident Unit. The service consists 
of 100 Beds equally divided between traumatic surgery and 
“cold” orthopedics. Post is recognised for pre-registration 
purposes and for F.R.C.S. 

Applications to be sent to Group Secretary, Romford Hospital 
Management Committee, Oldchurch Hospital, as soon as pos- 
Sibie. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. Locum 
SENIOR HOUSE OFFICER required in Casualty Department 
for 3 weeks from 7th to 27th July, 1958. 

Apply by letter or telephone to Medical 
Telephone: Romford 46090. 

ROMFORD, ESSEX. RUSH GREEN HOSPITAL. Locum 
SENIOR HOUSE OFFICER in General Surgery required for 


Committee Offices, 


Superintendent. 


period of 2 weeks from 8th to 22nd September next for busy 
surgical unit of 120 Beds. 

Apply by letter or telephone to Medical Superintendent. Tele- 
phone: Romford 46066. ; 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) RESIDENT HOUSE OFFICER $ (general surgery) 
required from 7th July, 1958. Fost is recognised for pre- 
registration purposes and ‘for F.R.C 

should be immediately to Medical 


Applications 
Superintendent stating also names of 2 referees. 4 
RYDE. ROYAL I.W. COUNTY HOSPITAL. Isle of Wight 
GROUP HOSPITAL MANAGEMENT COMMITTEE. HOUSE PHYSICIAN 
required (pre-registration post). Vacant Ist August, 1958. 

Applications, with names of 2 referees, to Hospital Secretary 

not later than 12th July. 
SALFORD. HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Applications are invited for the post of 
PAEDIATRIC SENIOR HOUSE OFFICER for a period of 
12 months. Post recognised for the D.C.H. Vacant 3rd August, 
10258. The department comprises 104 Beds, including medical, 
and surgical wards, infants wards and Outpatient Department. 
The peediatric staff supervise the neonatal nurseries of the 
Obstetrical Department (approximately 70 lying-in beds). 

Applications also invited for the post of PA®DIATRIC 
HOUSE OFFICER (post-registration) which becomes vacant 
on 27th July, 1958. The post is recognised for the D.C.H. 

Applications, stating age, qualifications and experience, 

together with the names and addresses of 2 referees, to be 
forwarded to the Hospital Secretary forthwith. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Applications are invited for the 
appointment of REGISTRAR to the Orthopedic Department, 
with effect from Ist October. The post is recognised under 
fellowship regulations and offers wide practical experience in 
traumatic and general orth» pedics, including children. 

Application forms may be obte 1ined from, and must be returned 
to, Group Secretary, Odstock Hospital, Salisbury, by 9th July. 
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GENERAL HOSPITAL. Applications are 


i ostof SENIOR RESIDENT HOUSE SURGEON 
ESIDEN' HOUSE SURGEON, vacant septembe« 
\ recognised for pre-registration candidates, and also 
p ree Department has over 50 Beds and large 
outpatient turnove dealing with fractures and all types of 
ADI nationalit qualifications and 
experience inal 2 referees, to the Group Secretary, 
= sbury Grout Management Committes Odstock 
Hospital, Salisbury 
fo i tESIDENT HOUSE SURGEON 
Hot "SE TAN ru in this order for a 
pe i of 6 months ich post from 19th August. Posts open to 
pre-registrat na 
Ap] 2 ees, to Group Secretary, lisbury Gr yup 


Hospital Management ( Odstock Hospital, Salisbury. 
SALISSURYV HOSPITAL MANAGEMENT COM- 


MIT WEST METROPOLITAN REGIONAL HOSPITAI 
tions invited for the ippointment of 
AL REGISTRAI resident) to the Plast ind Oral 
Surgery Cent t Odstock Hospital Post vacant Ist Nov 
em be 1958, a s approved for the Dental Fellowship. Candi- 
dates I t by ntmer 

\ at : bt from the Group Secretary, 
Odstock Hos al, Ss bury, should be returned by 26th July, 
1958 
SALISBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARI s are invited for the post of REGISTRA 
resident or non-resident) at Salisbury General 
Hospita wi is recognised for F.F.A. R.C.S. Post vacant 
ith oO ber 

} t i s and application forms obtainable m, and 
i be ed to, Group Secretary, Odstock tal, 
Salisbury. Wilts, by 9th July 
SALISBURY GROUP HOSPITAL MANAGEMENT COM- 
SOUTH WEST ~_g MLITAN REG HOSPITAL BOARD 

ons are aes or the appointment of RESIDENT 
MEDI Al OFFICER HEGISTR AR at 
Hi ii for a period of " hs in tt first instance from 
17th October, 1955 

Application f is may be obtaine d from, and must be returned 
to, the Group Secretary, Odstock Hospital, salisbury, by 9th July. 
SOUTH- EASTERN REGIONAL HOSPITAL 
BOA! tEGISTRAR in Radiodiagnosis, oyal Infirmary, 
Edint A, vacant on lst October, 1958 

giving pa ula of age jua ms and 
exper ‘ the nar of 2 referees, to the Secretary, “ 
Drun sheugh-gardens, | dinburg! i, by 12th July 
SCOTLAND. SOUTH-EASTERN REGIONAL HOSPITAL 
BOARI REGIST n Surgery. Leith 

Apply, ais x 1 s of age tions and previous 
exp ene and ‘ f 2 re to the Secretary a8 
Drumsthe rele Edinburgh July 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOAR ADI nvited fe he following appointments, 
will be t he netance 

SENIOR I in R therapy based at the Western 
Infir a 

REGISTI trics Royal 
Maternity H tert 

REGISTI trics ar duties in 
the first i k and ary and 
on a Vict Robroyston 
Hoespit ( 

REGISTRAR Psychiatry base< at ~Woodilee Mental 
Hospit Lenzie, near Glasgow 4 small flat is available. 

REGISTRAR in Psychiatry based at Bellsdy ke Mental 
Hospital, Larbert 

REGISTRAI 1 Surgery based at the Western Infirmary, 
Glasgow d with duties for a period at the Lewis Hospital, 
Stor 

Ay stating date of birth, qualifications, 
experience ntment, and the names of 3 referees 
to react Western Regional Hospital joard, 
64. Weat sgow, (.2. by 12th July, 1958 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
I 


HOSPITAL 262 Bed SCUNTHORPE HOSPITAL MANAGEMENT 

COMMITTEF Immediate vacancy for HOUSE SURGEON (pre- 

registr n or SENIOI HOUSE OFFICER according to 
expe ‘ Busy Hospital with large surgical turnover 

to Group Secretary, Scunthorpe Hospital Management 

Com ‘ War Memorial Hospital, Scunthorpe, naming 2 

referees 

SKIPTON GRASSINGTON HOSPITAL. (208 

Beds SENIOR HOUSE OFFICER required for the above 

Hospital, which provides treatment for tuberenlous patients, 

mer omen. Accommodat available for single applicants. 

phic ns to Medical Superintendent 

SHEFFIELD THE UNITED SHEFFIELD HOSPITALS 

BOARD OF GOVERNORS and THE SHEFFIELD REGIONAL HOSPITAL 

I cal training sehere Senior Registrars. 

for the post of SENIOR REGISTRAR in 

tial tenure in the Department of Radiology 

iry Royal Hospital, Sheffield. Candidates 


iin Diagnostic Radiology. Appointment for 


tance and renewable annually thereafter 

‘ didate will be transferred to a regional hos 

pital for the second phase of his appointment in accordance with 

the arrangements under the reciprocal training scheme. Renewal 

of at intment and transfer will be subject to satisfactory work 

and 

Applications, stating age, qualifications and experience, with 

the names of 3 referees, to the Chief Administrative Officer, 

United Sheffield Hospitals, West-street, Sheffield, 1, not later 
than lith July, 1958. ‘ 


52 


| 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following posts 
(a) OPHTHALMIC REG RAR at the 
REGISTRAR in Clinical Pathology 
candidate may be required to work in any of the 
the United Sheffield Hospitals. 
Applications for both yp 
experience with the names 


Royal Hospital, 
The successful 
laboratories of 


stating age, qualifications and 
of 3 referees, should be sent not 
later than 12th July, 1958, to the Chief Administrative Officer, 
United Sheffield Hospitals, West-street, Sheffield, 1 

SHREWSBURY. EYE, EAR Pore THROAT HOSPITAL. 


Sts, 


SENIOR HOUSE OFFI ER (FE Duties at E.N.T. Hos- 
pital (68 Beds) and Copthorne He pit 11 (168 Beds). Post recog- 
nised for the D.L.O.R.C.S. and =. Vacant immediately. 


testimonh to the Group Secretary, 
Royal Salop Infirmary, Shrewsbury. 
INFIRMARY/COP- 
PHYSICIAN, 


Applica with copy 
Shrewsbury Hospital Group 
SHREWSBURY. ROYAL SALOP 
Beds HOUSE 


tions 


THORNE HOSPITAL. 00 pre- 
registration candidates eligible. Vacant Ist August, 1958. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury the spital Group Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. SHELTON MENTAL HOSPITAL. 
1000) Beds SHREWSBURY HOSPITAL Group. JUNIOR Hos 
PITAL MEDICAL OFFICER Appointment for 1 year in first 
instance Single residential accommodation available. Recog- 
nised for D.P.M Associated outpatient clinics, 


Applications to Medical Superintendent 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
2 HOUSE RGEONS required, pre-registration posts, recog- 
nised for F.R.C.s ant 2ist and 29th July 

Applications, with names of 2 referees, to Secretary by 9th July. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE PHYSICIAN required for post vacant 29th July. Pre- 
registration appointment offering considerable experience in 
general acute guedical work. 

Applicat with names of 2 referees, to Secretary by 9th July. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum MEDICAL REGISTRAR required 3rd-lith July. 

Application, with names of 2 referees, to Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE SURGEON required in Department of Obstetrics and 
Gynecology to work with part-time Registrar. Post not recognised 
for D.Obst. 

Applications, wit! 


vac 


ons 


names of 2 referees, to Secretary. 


SOUTHAMPTON GENERAL HOSPITAL. (465 Beds. 
Recognised for the Membership and Diploma examinations of the 
R.C.0.G RESIDENT HOUSE SURGEON (pre-registration) 
to the Gyneecological and Obstetric Unit required beginning of 
August 

Applications, with copies of recent testimonials, should be 


South 
Bullar-street, 


soon as the Group Secretary, 


ip Hospital Management Committee, 


forwarded as possible to 
ampton Grot 
Southampton 


SOUTH EAST NORTHUMBERLAND HOSPITAL 
MANAGEMENT COMMITTEE Applications are invited for the 
following pre-registration posts: 


Preston Hospital 
1 HOUSE PHYSICIAN, 

Tynemouth Victoria Jubilee Infirmary 
1 HOUSE PHYSICIAN. 
1 HOUSE RGEON 
names of 
Shields 
GENERAL HOSPITAL. 
appointment as SENIOR HOUSE 
and Fracture Department. Post 
vacant Ist August, 1958. The Orthopedic and Fracture Depart- 
ment is the centre for reference of all cases from a large surround- 
ing area, and the offers excellent experience in all aspects 
of orthopedic and traumatic surgery under the supervision of 
and with instructic from the Consultant-in-Charge. Post 
recognised for the F.B.C.S. Resident or non-resident. 


Applicat stating 2 referees, to Group Secretary, 

Preston Hospital, North 

SOUTHEND-ON-SEA. 

cations are invited for 

OFFICER to the Orthopadik 


ons 
mis, 


Appli- 


post 


ms 


Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, should be sent to 
the undersigned by 3rd July, 1958 J.C. FIRLD, Secretary. 


SOUTHEND-ON-SEA. LANCASTER HOUSE CHEST 
CLININ SOUTHEND-ON-SEA HOSPITAL MANAGEMENT COMMITTEE, 
Locum SENIOR REGISTRAR required for the whole or part 
of the period 21st July-&th September, 1958. Previous experience 
in chest work essential. Accommodation available if required. 
Applications immediately to the Secretary, Management 
Committee Offices, General Hospital, Rochford, Easex. 
SOUTHPORT GENERAL INFIRMARY. (189 Beds.) 
HOUSE PHYSICIAN (general medicine 
HOUSE PHYSICIAN (general medicine and ophthalmology ). 
HOUSE SURGEON (general surgery and gynecology ). 


Appoint ments vacant July. House Surgeon post recognised 
for F. Ru 

Apply, stating age, qualifications, nationality, experience, and 
post required, with 2 copies testimonials, to Group Secretary, 
Southport, and District Hospital Management Committee, 
Promenade Hospital, Southport. 


ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 


(384 Beds Locum Tenens ANASTHETIC REGISTRAR, 
resident, required for the period 10th August-—7th September, 
1958, inclusive. Post recognised for F.F.A. R.C.S. and D.A. 


Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. ST. HELENS HOSPITAL. (196 Beds.) Applications 
are invited for the post of Locum HOUSE "RGEON for the 
months of July and August. The appointment will be made in 
the Senior House Officer grade in the of persons who have 
already held 2 pre-registration posts. 

Applications, stating age, qualifications and experience, should 
be forwarded immediately to N. RicHAkDs, Group Secretary, 
Whiston Hospital, Prescot. 
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ST. ASAPH GENERAL HOSPITAL, Flintshire. SWANSEA. MOUNT PLEASANT HOSPITAL. (240 
(54 obstetric beds.) CLWYD AND DEESIDE HOSPITAL MANAGE- Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE, Applica- 

tions are invited for the resident post of SENIOR HOUSE 


Applications are invited from pre-registration 
practitioners for the post of JUNIOR 
tecognised for the D.Obst.R.C.0.G. Post 

1958. Tenable for 6 months. Married 


MENT COMMITTEE, 
or registered medical 
HOUSE OFFICER, 
vacant Ist August, 
quarters available. 
Applications, together with 2 testimonials, to be sent imme- 
diately to the Group Secretary, Clwyd and Deeside Hospital 
Management Committee, Rhianfa, Russell-road, Rhyl. 


SOUTH WESTERN REGIONAL HOSPITAL BOARD. 
(Joint appointment with the United Bristol Hospitals.) Appli- 
cations are invited by the above Boards for the joint appointment 
of SENIOR REGISTRAR or REGISTRAR in the Department 
of Neurological Surgery, Frenchay Hospital, Bristol. The 
appointment will be held for 1 year in the first instance but 
may be renewed thereafter on an annual basis. 

Applications, stating date of birth, qualifications and experi- 
together with the names and addresses of 2 referees, should 


ence 
be sent to the Secretary of the Regional Hospital Board, 
27, Tyndalls Park-road, Bristol, &. 

STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—Recovery Unit 32 Beds.) HOUSE SUR- 


GEON. Pre-registration post. Vacant 9th July. At end of 
service the successful applicant will be considered for appoint- 
ment to a pre-registration post of House Physician if he or she 
has not held such an appointment. 
Applications to Group Secretary, Stafford 
ment Committee, 13, Foregate-street, stafford. 


STOCKPORT AND BUXTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
pre-registration posts: 
Stockport Infirmary (165 Heds) 
HOUSE OFFICER (surgery), vacant now. Recognised for the 
F.R.C.S. 
Stepping Hill Hospital (529 Beds) 

HOUSE OFFICER (medicine). Vacant 3lst July, 1958. 

HOUSE OFFICER (medicine). Vacant 21st August, 1958. 

HOUSE OFFICER (obstetrics). Vacant Ist September, 1958. 

Recognised for the D.Obst. 

Applications, with full particulars and copies of 2 testimonials, 
to the Group Secretary, 598, Shaw-heath, Stockport. 
STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the post of HOUSE OFFICER or SENIOR 
HOUSE OFFICER (medicine). Vacant Sth July, 1958. 

Applications, stating age, experience and qualifications, 

together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport. — 
STOCKPORT. STEPPING HILL HOSPITAL. Applica- 
tions are invited for the pest of SENIOR HOUSE OFFICER 
(obstetrics and gynmcology) vacant now. The post is recognised 
for the D.Obst.R.C.0.G. 

Applications, with full particulars and copies of 2 recent 
testimonials, to the Secretary, Stockport and Buxton Hospital 
Management Committee, 59B, Shaw-heath, Stockport. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
Applications invited for HOUSE OFFICER (medical), vacant 
early July Recognised pre-registration post. 

Detailed applications to the Secretary at the Hospital. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE PHYSICIAN (peediatrics) required. Post vacant very 
shortly. Pre-registration. Hospital recognised for D.C.H. 

Detailed applications, with copy testimonials, to Hospital 
Secretary. 
STOKE-ON-TRENT. 


(815 Beds.) 2 combined 


Hospital Manage- 


CITY GENERAL HOSPITAL. 
pre-registration house appointments 
tenable for 12 months. (HOUSE PHYSICIAN -HOUSE 
SURGEON.) 6 months as House Surgeon to a Consultant 
General and Thoracic Surgeon and 6 months as House Physician 
to 2 Consultant Physicians. Work includes general medicine, 
cardiology, general surgery, thoracic and cardiac surgery. No 
casualty work. Recognised for F.R.C.S. 

Applications to Hospital Secretary. 

STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
(685 Beds.) RESIDENT SENIOR HOUSE PHYSICIAN 
(peediatrics) required. (Senior House Officer grade.) Post vacant 
mid-June, 12 months’ appointment. Post recognised for D.C.H. 

Applications, with copy testimonials, to Hospital Secretary, 
as s00n as possible. 
STOKE-ON-TRENT. 
ROYAL INFIRMARY. HOUSE 
registration post vacant shortly. 

Detailed applications with copy testimonials to Hospital 
Secretary, North Staffordshire Royal Infirmary, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (anesthetics) 
required. Post recognised for F.F.A. R.C.S. and D.A. Medical 
library facilities available. 

Detailed applications to Hospital Secretary as soon as possible, 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general surgery) 
required. Recognised for F.R.C.S. Post vacant very shortly. 

Detailed applications, with copy testimonials, to Hospital 
Secretary, North Staffordshire Royal Infirmary, Stoke-on-Trent. 


SWANSEA HOSPITAL, Swansea. (413 Beds.) Glian- 
TAWE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the resident post of SENIOR HOUSE OFFICER in 
the Traumatic and Orthopedic Department of the above 
Hospital. The post is recognised under the F.R.C.S. regulations 
for 6 months’ casualty training. It offers exceptional experience 
in all aspects of traumatic surgery as occurring in a large industrial 
centre and port. 

Applications, stating age and experience together with copies 
of 2 recent testimonials, should be forwarded to the Hospital 
Secretary. T. E. Jones, Group Secretary. 


NORTH STAFFORDSHIRE 
PHYSICIAN required. Pre- 


OFFICER in obstetrics for the maternity unit of 40 Beds at the 
above Hospital. The post, which will become vacant on 12th 
August, 1958, is for a period of 12 months and is recognised for 
the D.Obst.R.C.0.G. examination. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should be sent to 
the Hospital Secretary not later than 7th July, 1958. 

T. Group Secretary. 
STONE, BUCKINGHAMSHIRE. ST. JOHN’S HOS- 
PITAL. 8T. JOHN'S AND MANOR HOUSE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of SENIOR 
HOUSE OFFICER at this Mental Hospital. Facilities for train- 
ing in psychiatry are available. Previous experience in psychiatry 
is not necessary. 

Applications, giving full details and the names of 2 referees, 

should be addressed to the Physician-Superintendent. 
SULLY HOSPITAL, Sully, Glamorganshire. (Thoracic 
centre of 324 Beds.) SENIOR HOUSE OFFICER (surgical). 
Applicants primarily interested in general surgery considered. 
Experience will be gained in investigation and treatment of chest 
and heart conditions. 

Form of application 
road, Cardiff. 
SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for post of RESIDENT 
HOUSE PHYSICIAN in acute medical unit of 64 Beds at 
St. Margaret's Hospital. tecognised for training under pre- 
registration internship regulations. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 

road, Swindon, as soon as possible. 
TAUNTON AND SOMERSET HOSPITAL, Taunton, 
SOMERSET. (423 Beds.) HOUSE OFFICERS (general surgery) 
required, 2 pre-registration posts recognised for F.R.C.S., 
vacant 30th June, 1958, and &th July, 1958, respectively. 

Applications, stating age, nationality and qualifications, to the 
Group Secretary, Taunton Hospital Management Committee, 
c/o Musgrove Park Hospital, Taunton, 


from Group Secretary, 44, Cathedral- 


Senior 


TAUNTON AND SOMERSET HOSPITAL. 
HOUSE OFFICER (anesthetics) required. Post vacant now. 
Is recognised for F.F.A.R.C.s. and D-.A. A Registrar in 


Anmsthetics is also employed in the South Somerset Clinical Afea, 
in which the above is the principal general hospital. 

Applications, stating age, nationality, experience in ansesthe- 
tics (if any), together with the names of 2 referees, to the Group 
Secretary, Taunton Hospital Management Committee, Musgrove 
Park Hospital, Taunton, immediately. 

TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER (casualty 
and orthopedic ). 

Applications, stating age, nationality and qualifications, 
together with the names of 2 referees, should be forwarded to 
the Group Secretary, Taunton Hospital Management Com- 
mittee, Taunton and Somerset Hospital, Musgrove Park Branch, 
Taunton, Somerset. 

TREDEGAR GENERAL HOSPITAL, Tredegar, Mon- 
MOUTHSHIRE. HOUSE SURGEON required at above Hospital 
from lith July. Commodious family flat available. 

Apply to Group Secretary, Rhymney and Sirhowy Valleys 
Hospital Management Committee, Central Offices, Ceerphilly- 
road, Ystrad Mynach, Hengoed, Glam. f 
TUNBRIDGE WELLS (near). PEMBURY HOSPITAL, 
PEMBURY, KENT. (357 Beds.) TUNBRIDGE WELLS GROUP HOs- 
PITAL MANAGEMENT COMM°TTER. Applications invited for pre- 
registration post of HOUSE SURGEON. 6 months’ appoint- 
ment. Vacant now. 

Apply, giving details of age, experience and qualifications, 

to Surgeon-Superintendent. 
TUNBRIDGE WELLS (near). PEMBURY HOSPITAL, 
PEMBURY, KENT. (357 Beds.) TUNBRIDGE WELLS GROUP HOS- 
PITAL MANAGEMENT COMMITTEE. Applications invited for pre- 
registration post of ORTHOP DIC HOUSE SURGEON, 
6 months’ appointment. Vacant now. 

Apply, giving details of age, experience and qualifications, to 

Surgeon-Superintendent. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
(Regional Thoracic Centre.) Applications invited for positions 
of SENIOR HOUSE PHYSICIAN and SENIOR HOUSE 
SURGEON. Salary £819 10s. p.a. £150 charged for 
accommodation. 

Address written applications, giving full personal particulars, 
details of experience and 2 names and addresses for reference, 
to W. BowRING, Group Secretary, Pinderfields General Hospital, 
Wakefield. : 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited for position of SENIOR HOUSE OFFICER 
in the Neurological Department. Salary £819 10s. p.a. A charge 
of £150 p.a. is made for accommodation. 

Address written applications, giving full personal particulars 

and details of experience, &c., together with 2 names and 
addresses for reference, to W. BowrinG, Group Secretary, 
Pinderfields General Hospital, Wakefield. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Locum Tenens SENIOR HOUSE PHYSICIAN required for the 
period 17th—3ist July, inclusive. Salary £15 19s. per week. 
Charge for accommodation at the rate of £150 p.a. 

Address written applications, giving full personal particulars, 
details of experience and 2 names and addresses for reference, 
to W. BowrinG, Group Secretary, Pinderfields General Hospital, 
Wakefield. Al 
WALSALL HOSPITAL MANAGEMENT COMMITTEE. 

Manor Hospital, Walsall 
PDIATRIC HOUSE PHYSICIAN required Ist August, 
1958; recognised for I'.C.H., also pre-registration. 

Applications, together with names of 2 referees, to Group 
Secretary, Walsall General (Sister Dora) Hospital. 
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HOSPITAL MANAGEMENT COMMITTEE. 


invited for the fe 


140 Beds 


tions are lowing app 


Hospital 
HOUSE PHYSICIAN 


Appl 


Genera! (Sister Dora) Hospital (18! Beds) 
HOUSE PHYSICIAN 
Recognised fe pre emistratior 
Apr ati ogether with names of 2 referees, to Group 
Secretary Walaa General (Sister Lora) Hospital 
WALSALL HOSPITAL MANAGEMENT COMMITTEE. 
Applications are ed for the following appointments 
Hospital +40 
HOUSE SURGEON 
General (Sister Dora) Hospital (151 Beds 
HOUSE SURGEON 
Recognised fe registration 
ADI ations her with umes of 2 referees, to Group 
Secretary, Walsall General (Sister Dora) Hospital 


WARRINGTON AND oIsTRICT HOSPITAL MANAGE- 


MENT MMITTEE Appl ms are invited for the resident post 
of SENIOR HOUSE OFFICER geriatrics Male or Female 
or active geriatr units at Whitecross Hospital and Aikin 
Street Hospit Warrington. Good clinical experience and study 
time for gher ialifi ns Seale of salary £819 10s. p.a., 
less a deduct fl for residential emoluments 

ADI ations to be forwarded to Henry L. Boot, Group 
Secretary o General Hospital, Warrington, Lancs. 
WARRINGTON INFIRMARY. Applications are invited 
from Males and Females for the post of RESIDENT CASUALTY 
OFFICER (graded as Junior Hospital Medical Officer) at the 
above H t I post is recognised for the F.R.C.S scale 
of salary £852 1ts.—4 £1182 10s. less a deduetion of £170 for 
reside al emolu . A whole-time Senior Hospital Medical 
Officer is in charge of the Department 

API lications, stating age, experience and qualifications, should 


Henry L. Boot tary, 
District Hospital Management Committee, 

ele Warrington 
WARWICK HOSPITAL, Lakin-road, Warwick. 
HOUSE OFFICER in Anesthetics required on Ist 
1958 The post is re« | and F.F.A 


omenised for D.A 


(iroup secre 


(284 Beds.) 
July, 
und is 
resident 


testimonials, to be forwarded to 


itions, with 2 recent 
the Me il 
WATFORD, 


=uperintendent 


PEACE 


HOSPITAL 211 Beds ms are invited for the mat of 
HOUSE SURGEON st the above Hospital This is registra 
tion | t and is recognised f F.R.C.S. Salary csapdinn te tx 
Nat Health Service scale Post vacant mid-July. 

Ple e send ‘opies if recent testimonials, with applications, to 


the Administ 


HOSPITAL 211 i is a vited for the post of 
RESIDENT ‘NESTHETIST Senior Officer grade) to 
the Watford He “ cant Ist July 

ADT ons ome ther with « pies of not more than 2 recent 
testimor e Administr 
HERTFORDSHIRE. PEACE MEMORIAL 

SPrral Be Applications are if 
Hol PHYSICIAN t the above Pre-registration 
pos var Salary in accordance with "National 
He: Ith Service scale 

Please send applications, with copies of 2 recent testimonials, 
to the Administrator 


REGIONAL HOSPITAL BOARD. 


n etic based tridgend General Hos- 
pit H CORT ed for FE A. CS Resident or non- 
resident 

REGISTRAI Thora Surgery Based at Morriston Hos- 
pit Morr r Sw lao expected to serve other 
hospitals trict. Unit has 60 Beds and is Thoracic Centre 
for = t We Wale lealing with all type if irdia and 
th we nel g ibe ulous, me tube nlouws and 
rs x Reside resident 

‘ t iew f first vear 

Ap tion fort from Senior Administrative Medical Officer, 
Temple of Peace, Ca vs Park, Cardiff, within 14 days 
any REGIONAL HOSPITAL BOARD. Senior Regis- 
rk n Psychiatry, Whitchurch Hospital, Cardiff (835 Beds), 
accommodation available if required =ubject to review 

ication forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days 
pede CUMBERLAND HOSPITAL MANAGEMENT 
comMiTTEe. JUNIOR HOSPITAL MEDICAL OFFICER it 
re esthetics required for work throughout the West Cumberland 
Group it based n Whitehaven Hospital. Good experience 
essential, and possession of the D.A. preferred. 

ADI with f formation as to qualifications and experience 
and g ue the es of 2 referees, to the Group Secretary at 


Workington 
WESTON- SUPER- MARE GENERAL HOSPITAL. 
seads Applications are invited from duly qualified 
practitioners ‘for the pre-registration appointment of 
RGEON resident Vacancy 15th July, 1958 

Ap cations, stating age jualifications, together 
and aapenaes f 2 referees, should be addressed to the 
Weston-super-Mare Hospital Management Committe 
WESTON-SUPER-MARE GENERAL HOSPITAL. 
CASUALTY OFFICER (Senior House Officer grade) required at 
the above Hospital, vacancy Ist July, 1958. The appointment is 
for F.R.C.S. examinations 


(104 
medical 
HOUSE 
with names 

Secretary 


Applications stating we jualific sitions and experience, 
together with name and addresses of 2 referees, should be 
addressed to Group Secretary, Weston-super-Mare Hospital 


Management Committee. 
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ROYAL ALBERT EDWARD INFIRMARY. 


WIGAN. 


SENIOR HOUSE OFFICER in Medicine and Pediatrics. 
Applications to Secretary, Royal Albert Edward Infirmary, 

Wigan 

WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 

HOUSE SU RGEON—-pre-registration post. Vacant now. 
Applications to Secretary, Royal Albert Edward Infirmary, 

Wigan 

WINDSOR. KING EDWARD Vil HOSPITAL. House 

PHYSICIAN required, Male or Female, for post vacant 27th 

July 


Applications, with copies of 3 recent testimonials, stating age, 
qualifications with dates, and nationality, to Secretary. 


WOLVERHAMPTON AND MIDLAND COUNTIES EVE 


INFIRMARY. SENIOR HOUSE OFFICER required. 100 Beds 
and busy Outpatient Department Post vacant Ist July. 
Recognised for F.R.C.8. and D.O. examinations. 

Applications to Secretary Eye Infirmary, Compton-road, 


as soon as possible 


Wolverhampton 


WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
associated hospital of the Birmingham University Medical 
School.) Pre-registration HOUSE OFFICERS (general medicine), 
Vacancies occur on 2nd and 9th July, and Ist August. 

Apply, giving age and qualifications and copies of 2 testi- 
monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
associated hospital of the Birmingham University Medical 
School.) Pre-registration HOUSE OFFICER (pediatrics). Post 
recognised for D.C.H. Vacant 27th July. 

Apply, giving age and qualifications and copies of 2 testi- 
monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 


associated hospital of the Birminghame University Medical 
School.) Pre-registration HOUSE OFFICERS (general surgery ). 


Vacancies occur 2nd, 9th, and 17th July. All posts recognised for 
F.R.C.S 

Apply, giving age and qualifications and copies of 2 testi- 
monials, to the Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 


University Medical 
RGEON for 
recognised for 


hospital the Birmingham 


of 

ORTHOPEDIC SENIOR HOUSE 
and Orthopedic Department Post 
Vacant immediately 

poly, with 2 testimonials, to the Secretary. 
WORCESTER. RONKSWOOD HOSPITAL. Resident 
AN-ESTHETIST (Senior House Officer status) required mid- 
August for post which is recognised by the Faculty of Anmsthetists, 
Duties cover all spec Married accommodation available. 

Applicatio with to be sent 
to the Hospital Secretary 
WORCESTER ROYAL INFIRMARY AND RONKSWOOD 
HOSPITAL HOUSE RGEON (pre-registration or otherwise) 
and varied 


associated 
School st 


Fracture 


ialties 


names and addresses of 3 referees, 


ns 


required for General Surgery post which offers wide 

experience, with outpatient clinies at the Worcester Royal 
Infirmary 213 Beds) and inpatient work at Ronkswood 
Hospital (312 Beds). The post is recognised for the F.R.C.S. 


examinations 


Applications to the Secretary, Ronkswood Hospital, Worcester. 


WORCESTER ROYAL INFIRMARY. (213 Beds.) Locum 

SENIOR HOUSE OFFICER (medical) required for Resident 

Medical Officer's duties from 4th to 18th July, 1958. 
Applications to Hospital Secretary. 


House Surgeon 
for Ortho- 
213 Beds. 


WORCESTER ROYAL INFIRMARY. 

(pre-registration or otherwise) required immediately 

peedic Department of this busy general hospital of 

The appointment offers wide and varied experience. 
Applications to Hospital Secretary 

WORTHING GROUP HOSPITAL MANAGEMENT COM- 

Applications are invited for the post of REGISTRAR in 


MITTEF 
Pathology, vacant 11th September, 1958. This is a Group appoint- 
ment with duties at the 2 main Hospitals, Southlands Hospital 
$11 Beds) and Worthing Hospital (210 Beds). 

Forms of application are available from the undersigned. 


A. V. OAKTON, 

129, Brighton-road, Worthing, Sussex 
WREXHAM. WAR MEMORIAL HOSPITAL. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER in the Orthopedic Department of the above Hospital. 
The post is a residential one and affords particular facilities for 
postgraduate study Successful applicant will be allowed to 
attend for 2 days a month at the Robert Jones and Agnes Hunt 
Orthopedic Hospital, Oswestry. The Hospital is recognised for 

Edinburgh, and Ireland). 


Group Secretary. 


(230 Beds.) 


the Diploma of F.R.C.S. (England, 

Applications, stating age nationality, qualifications, and 
experience, together with copies of 2 recent testimonials, to be 
vidressed to the Group Secretary, Maelor General Hospital, 
Wrexham, a8 s00n as possible 
WREXHAM. MAELOR GENERAL HOSPITAL. (591 
Beds.) Applications are invited for the post of PAS DIATRIC 
HOUSE PHYSICIAN at the above Hospital, to commence 
Ist August, 1958. The appointment is recognised for the D.C.H 


purposes. 


and for pre-registration 
nationality, 


Applications, stating age 
experience, together with copies o 
be vidressed to the Group Secretary, 
Mawddach Hospital Management Committee, 
Hospital, Wrexham, Denbighshire. 
WREXHAM. MAELOR GENERAL HOSPITAL 
Beds) and WAR MEMORIAL HOSPITAL, WREXHAM (230 Beds). 
Applications are invited for HOUSE PHYSICIAN posts at the 
above Hospitals, to commence Ist August, 1958. The appoint- 
ments are recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 2 recent testimonials, should 
be addressed to the Group Secretary, Wrexham, Powys and 
Mawddach Hospital Management Committee, Maelor General 
Hospital, Wrexham, Denbighshire. 


qualifications and 
2 recent testimonials, should 
Wrexham, Powys and 
Maelor General 


(591 


| 
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WREXHAM. MAELOR GENERAL HOSPITAL (591 
Beds) and WAR MEMORIAL HOSPITAL, WREXHAM (230 Beds). 
Applications are invited for HOUSE SURGEON posts at the 
above Hospitals, to commence duties on Ist August, 1958. The 
appointments are recognised for the Diploma of Ss, 
(England, Edinburgh, and Ireland) and are pre-registration posts. 


stating nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to 
the Group Secretary, Wrexham, Powys and Mawddach Hospital 
Management Committee, Maelor General Hospital, Wrexham, 
as a8 possible 


WREXHAM (near). 


Applications, 


TREVALYN MANOR MATERNITY 


HOSPITAL, ROSSETT, near WREXHAM (47 Beds.) Applications 
are invited for the post of HOUSE SURGEON at the above 
Hospital, to commence duties on Ist September, 1958. The 
Hospital is a Part Il Midwifery Training School and deals with 


normal and abnormal midwifery. 

Applications, stating «age nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to 
the Group Secretary, Maelor General Hospital, Wrexham, as 
soon a8 possible 
YEOVIL GENERAL HOSPITAL, Somerset. Applications 
are invited for the post of RESIDENT SENIOR HOUSE 
OFFICER (medicine and casualty). Yeovil Hospital is the main 
acute general hospital in the Group, and calls for good experience. 


experience and qualifica 
which should be sent 
Hospital Management 


their age 
names of 3 referees 


Applicants should state 
tions, towether with the 
to the Group Secretary, South Somerset 
Committee, 71, Higher Kingston, Yeovil. 
NORTHERN [IRELAND HOSPITALS AUTHORITY. 
SOUTH TYRONE HOSPITAL, DUNGANNON. Applications are invited 
for the posts of SENIOR HOUSE OFFICERS (2), Medical, at 
the South Twrone Hospital, Dungannon, Co. Tyrone. The 
attaching to the will be €819 10s 4 charge of 
will be miuacde ommodation and services provided. 

Applications qualific and experience, 
the names of 2 ipplication may be made 
confidential re pott should be sent immediately to the 
tary vrone Hospital, Dungannon, Co. Tyrone 
CANADA. OAKVILLE-TRAFALGAR MEMORIAL HOS- 
PITAL, Reynolds and Division Streets, OAKVILLE, ONTARIO, 
CANADA HOSPITAL INTERNSHIPS open to emigrating 
British physicians 1 required for July (6-month contract) and 
1 for January (6-month contract Above average remuneration 
and opportunity to prep for council licensing examinations. 

Inquire to Administrator. 

CANADA. REGINA GENERAL HOSPITAL, Regina, 
ATCHEWAN following vacancies exist for appointments 
Bed all services very active 

(1) JUNIOR ATING INTERNSHIPS, 
per month, plus full maintenance. 

(2) ASSISTANT-RESIDENTS in 
per month, plus full maintenance 
d ASSISTANT-RESIDENTS and RESIDENTS in Surgery, 
stipend at the rate of $200 per month for Assistant-Residents 
and $250 per month for Residents, plus full maintenance. 

Apply: Superintendent, Regina General Hospital, Regina, 
Saskatchewan, Canada. 

NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (383-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 
of Hospitals. Also approved by the American College of Surgeons 
and American Medical Association for Interneship and Residency 
training. Only graduates from approved university 
accepted. Interneships available for the 1-year term commencing 


for ace 
stating age 


persons to whom 


ations 


secre 


South 


ure 


SASK 
in an S00 
stipend $150 


Pathology, stipend $200 


schools 


Ist July, 1958. Stipend is $200 per month plus complete 
maintenance. 

Apply Superintendent. 

Public Appointments 

DERBYSHIRE COUNTY COUNCIL. County Health 
DEPARTMENT. MATERNAL ANI CHILD WELFARE MEDI- 
CAL OFFICER (Female). Applications are invited from fully 
qualified medical practitioners for this whole-time superan 
nuable post. Candidates should be experienced in antenatal 
work, midwifery, and children’s diseases, as they will be required 
to hold consultations at the Council's Maternity and Child Wel- 
fare Clinics and Centres, and to perform such other duties as 
may be required Salary £1050-€50-£1200-€55-41475  p.a., 
plus a car allowance 

Particulars and application forms are obtainable from Dr. 
J. B.S. MorGax, County Medical Officer, County Offices, Mat- 
lock, and should be returned to him duly completed not later 


than 14th July, 19458 


DERBYSHIRE COUNTY COUNCIL. County Health 


DEPARTMENT ASSISTANT MATERNAL AND CHILD WEL 
FARE MEDICAL OFFICER AND SCHOOL MEDICAL 
OFFICER. Applications are invited from registered medical 
practitioners for a whole-time superannuable post in the Fast of 
Derbyshire. Salary, £1050-450-£1200-€55-41475 Car 
allowance. 

Particulars and forms of application are obtainable from 
Dr. J. B.S. Morgan, County Medical Officer, County Offices, 
Matlock, to whom they should be returned by 30th June, 1958. 


DURHAM COUNTY COUNCIL. Health Department. 
ASSISTANT MATERNITY AND CHILD WELFARE MEDI- 
CAL OFFICER. Applications are invited from registered 
medical practitioners (Female). Commencing salary £1050 p.a., 
rising by annual increments of £50 and €55 to £1475. Travelling 
expenses will be paid in with the scale approved 
by the Whitley Council. 

The appointment is subject to certain conditions, particulars 
of which may be obtained from the County Medical Officer of 
Health, Shire Hall, Durham, to whom applications, together with 
the names of not more than 3 referees, should be sent. Canvassing 
members of the Council is prohibited 

J. K. Horr, Clerk of the 


County Council. 


ANNOUNCEMENTS 


28 JUNE 1958 


MIDDLESEX COUNTY COUNCIL. County Health 
DEPARTMENT. SENIOR ASSISTANT MEDICAL OFFICER 
(Male) required initially in Area 6 (Wembley and Willesden). 
Whole-time for administrative and clinical work. Approval by 
Minister of Education for ascertainment of educationally sub- 
normal children desirable. Diploma in Public or Child Health 


advantage. Required to act as Deputy Medical Officer of Health for 
Borough of Willesden for 40 of whole-time. Salary as for mixed 
appointments, £1693 13s. 4d.- £2058 13s. 4d. Established, subject 
to medical assessment. Prescribed conditions. 


Apply, stating age, qualifications, experience, and names of 
2 referees, to Joint Area Medical Officers, 215, Chevening-road, 
Kilburn, N.W.6, by Sth July. (Quote X.620 L.) Canvassing 


disqualifies. 

MIDDLESEX COUNTY COUNCIL. 
DEPARTMENT. ASSISTANT MEDICAL OFFICER (Male or 
Female) required in Area 8 (Hayes Harlington, Ruislip-North- 
wood, Uxbridge, Yiewsley West Drayton). Duties mainly in 
connection with supervision of health of mothers and young 
children attending infant welfare centres, toddlers clinics and day 
nurseries, routine medical inspections at schools and attendance 
at minor ailments treatment clinics for schoolchildren. Experi- 
ence in dental anesthesia and ascertainment of educationally 
subnormal children desirable. Salary £1050-£50 (3)-£55 (5) 
. inclusive. Established, pensionable, subject to medical 
Prescribed conditions. 

(no forms), with names of 2 referees, to Area Medical 
4, Local County Offices, High-street, Uxbridge, Middlesex, 
19th July. (Quote X.673 TL.) Canvassing disqualifies. 
ROSS AND CROMARTY. COUNTY COUNCIL. Public 
HEALTH DEPARTMENT. Applications are invited for the INKS 


County Heaith 


ment of ASSISTANT MEDICAL OFFICER OF HEALTH, 
principally for school medical inspection duties. Salary com- 
mencing at £1050 and rising by annual increments of £50 55 to 


The successful appli- 
allowance will be 
Further in- 
Medical 


£1475 with placing according to experience. 
cant must provide a motor car for which mileage 
paid in accordance with the County Council scale. 
formation, if desired, can be obtained from the County 
Officer of Health, Public Health Department, Dingwall. 

Applications, accompanied by 3 copies thereof, and of recent 


testimonials, to be lodged with the undersigned not later than 

2ist July, 1958. Canvassing directly or indirectly will be a dis- 

qualification. W. D. Ross, County Clerk. 
County Buildings, Dingwall. June, 1958. 


YORKSHIRE. COUNTY COUNCIL OF THE WEST RiD- 
Joint Appointment of SENIOR ASSISTANT 


ING OF YORKSHIRE. 
COUNTY MEDICAL OFFICER AND SCHOOL MEDICAL 
OFFICER to the Castleford Corporation, Normanton Urban 


District Council and the West Riding County Connecil. Applica- 
tions invited from registered medic ‘al practitioners with at least 
holding the D.P.H. 


3 years’ experience since qualification, and 

or nearing completion of training for the D.P.H. Duties mainly 
in the School Health and Infant Welfare Services but in addition 
person appointed will be required to act for the Divisional 
Medical Officer and Medical Officer of Health in his absence, and 
will be appointed Deputy Medical Officer of Health to the 
constituent authorities. Salary £1150 £1575 p-.a. County 
Council seale of travelling and subsistence allowances. Post 


and subject to medical examination 


superannua ble 
undersigned to be 


‘orms of application from the 

later than 12th July, 1958. 
J. 

County Hall. Wakefield. 
YORKSHIRE. COUNTY COUNCIL OF THE WEST RID- 
ING OF YORKSHIRE. Appointment of ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDILCAL OFFICER, 
Harrogate (No. 8) Division. Applications invited from registered 
medical practitioners with at least 3 veers’ experience since 
qualification Duties mainly in Sehool Health and Infant 
Welfare Services. Salary £1050-£1475 p.a. County Council scale 
of travelling and subsistence allowances. Post superannuable 
and subject to medical examination. 

Forms of application from the undersigned to be returned not 
later than 12th July, 1958. 

J. LEIPER, 

County Hall, Wakefield. 
THE NIGERIAN RAILWAY CORPORATION 
applications for the post of MEDICAL OFFICER. 

Duties : A Medical Officer will be required to work at a Rail- 
way District Hospital and or Dispensary and to be responsible 
to the District Medical Officer for the medical and surgical care 
of the staff of the Corporation and their families, with such 
administrative and Public Health duties as pertain to effective 
Railway working. 

Qualifications : 
tioners entitled to 


returned not 


Deputy County Medical Officer. 


Deputy County Medical Officer. 


invites 


Candidates ae st be legally qualified practi- 
practise in Great Britain and possess good 
clinical experience. Additional postgraduate medical qualifica- 
tions and medical administrative experience, preferably in the 
tropics, will be considered an advantage but not essential. 


Candidates must have been qualified for a minimum P 4 
7 vears except that holders of an F.R.C.S. or an M.R 
have been qualified not less than 5 years can be cons Thm 


Candidates with less experience can be considered for appoint- 


ment in a lower salary seale. ; 
Salary In seale £1875-£50-£2075 p.a. (inclusive of overseas 
pay). Starting salary according to qualifications and experience. 


Appointments may be on pensionable terms or on contract am a 
gratuity payable on completion of contract at the rate of £31 5 


#34 11s. 8d. for each completed month of service. 
Tours : 15 months in Nigeria followed by 15 weeks’ leave on 
full pay. 


Quarters : Partly furnished quarters are provided at low 
rental. 
Allowances : There 
and other allowances. 
Send posteard be fore 25th July, 1958, mentioning the post and 
this paper for further partie ulars and applic ation form to: The 
London Re pee ntativ Nigerian Railway re ition, Nigeria 


House, 9, Northumberlanc-avenue, London, W.C 


are attractive family, travelling, transport 
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DUBLIN. Local Appointments Commission. Vacancy 
for ar Anesthetist AN. ESTHETISI part-time), Kildare 
County Council Basic salary £809 Additional payment for 
ittendance exceeding 15 hours a week Essential qualifications 
include i ‘ na in anesthetics or equivalent and 
idequate ¢ tion of anzsthetics 
Application ri ind further particulars from the Secretary, 
15, Upper O'Connell-str Dublin Latest time for receiving 
completed applic »>PM. on Lith July, 1958 


span CORK BOARD OF PUBLIC ASSISTANCE. 
for RESIDENT HOUSE SURGEON (registered) at 


thopedic Hospital temuneration £502 lis. 6d. p.a. 
rms and particulars may be obtained from the 
Court house Cork, with whom completed 

ould be lodged not later than 5 p.m. on Tuesday 


Medical Officers with 
ngdom required for general 
cessfu ndidates may be posted to any station ir 
irs of service an Officer will be expected 
il duties including varying 


GOVERNMENT OF KENYA. 


qualifications registrable in United Ki 


ind surgi 


; ition In most stations, even 
ywhns, it is possible to maintain inter 
of medicine or surgery, to which 
work of every Medical Officer is 

y vary in size and facilities from 

g need f comparatively primitive 
wdiern provincial hospital vacancy 
King George VI Hospital, Nairobi 
ryver required. There is also an 
in to work in I of the major 
sirable Ap pointments can be 

t! ron-contributory or 
rrat ixable pavable on satis 


£1284 to #2115 


Salary ranges from 


r, starting-| t determined bv experience 4 extra incre 
ments iv t essful indidates possessing F.R.C.S 
M.R.C.1 other approved higher qualifications 
Per t cers become members of Her Majesty's 
Overseas ind are eligible to be considered at any 
tin for promotion to r-scale posts in Kenya and other 
territories in medical dministration or, if they possess higher 
qualification and su ble experience in specialist posts 
Quarters when available at rental varying from €30 to £78 a 
vear cording to size vd twp ind furniture at rate varying 
from £15 t £36 a vear ree passages in both directions for 
Officer and wife ind up to cost of 1 adult fare for children 
Tax I it local rate Annual local leave permissible and 
generous home leave granted after each tour of from 24 to 45 
thes Educat | facilities available. 
I tion forms from Director of Recruitment, Colonial 
Office Gireat Smith-street London, =.W.1 quoting BCD 
117,702 


OF THE NORTHERN REGION OF 
Applications invited for the following posts. Candi 


ical qualifications registrable in the United 


NIG 


i district labora 
sboratory 
neral pa experience obtained 
ent of a hospital essential A higher 
D.P. or Dip. Bact in 
AL OFFICER OF HEALTH for administration of 
service and control of sanitary matters 
dical Officer of Health), or if 
the duties of Port Health Officer. May be 
(officers 


supervision of 
ind training of Le 


thological 


out 


PATHOLOGIST ¢ 
ological work 


general patl 


inset 


rform general d Health 
ies ‘ ies. Possible 
posting to undertak th work includir medical sur 
veys and ss treatment of endemic diseases. D.P.H. essential. 
Diploma in Hygiene asset 
Appoints may be 
1) On years’ probation for permanent and pensionable 
emp eNSiO}! non-contributory) at rate of 1 600th of 
final e emoluments for each completed month of 
reck 
4, Service, officers retaining superan 
nuation right ind receiving a gratuity (taxable) 
f 20 f ag v lary Salary for Officers appointed 
under (a) or 972 to £1650 p.a., plus pensionable 
lneement aan m £240 to £300 p.a., or 
on hort-term contract (2 tours each of 15-24 months 
with « £1164 £1956 plus inducement addition as at (+) and 
gratuit taxable of £37 10s. for each completed period of 3 
t ervies w lenve 
Quarters provided w rental Taxes at local rates Annival 
‘ © We bole generous home leave granted after each tour. 
Fre re both directions for Officers and wives: assisted 
pas for childret Allowances for children of £120 a vear for 
first d, £06 f econd “72 for third 
The Office f the Northern Region of Nigeria, Nigeria House, 
Northumber! d-avenue London, W.'.2, would be pleased to 
newer questions relating to conditions of service, climate, &c., 
in the Region 
Application forms from Director of Reeruitment, Colonial 
Office, Lon quoting BC 117 408 029 


Hospital Services: Non-Medical Apnointments 


EDINBURGH NORTHERN Group OF ‘HOSPITALS. 


Applications are invited for the post of BLOCHEMIST to conduct 
research in the fleld of rheumatic diseases. Medical analification 
net essential, Salary €1000-£1200 p.a., in accordance with quali- 
ficatior nd experience Appointment for 1 year in the first 
instance, subject to renewal 


Director, 


General Practice 


For an Executive Council post (England and Wales) apply on form E.C.16a 


obtainable from the counci!. Mark envelope ** Vacancy.’ 
BRIGHTON (Queen's Park District). Intermediate Area. 
Applications invited for retirement 30th September, 1958) 
VACANCY. Residence with surgery available List approxi 
mately 1700 (Brighton 1650, East Sussex 50). Apply on Form 
undersigned not later than 14th July, 1958. 


to reach the 
W. Clerk, 


26, Bond-street, Brighton 


COLCHESTER, ESSEX. 


Brighton Executive Council. 


Applications invited for retire- 


ment VACANCY Mixed Urban and Rural — Intermediate area.) 
List at present approximately 1240 Residence and surgery 
accommodation may be available by purchase. Apply on Form 


July, 1958, to 
BERGDAHL, Clerk of the 
Council, 131.3, Fillebrook-road, 
wytonstone, E.11 
MYTHOLMROYD, YORKSHIRE. Applications are 
invited for VACANCY (Urban and Rural) List at present 
approximately 133 Residential and main surgery accommoda 
required to 


by first post on Lith 
k Council. 


Essex Executive 


SUCCERSOTF 


tion available for purchase. Appointed 
commence on Ist October, 1958 Apply on Form E.C.16a 
to the undersigned, from whom further particulars may be 
obtained, not later than 5th July, 1958 
C. H. STABLER, Clerk, West Riding Executive Council. 
5, St. John’s North, Wakefield 


RHOSLLANERCHRUGOG., near Wrexham, Denbighshire. 
Applications invited for VACANCY (Urban and Rural) due to 

resignation. List approximately 2078 Apply on Form E.C.16a 

not later than Sth July, 1958, to 

WILLIAMS, F.C.LL., 

ghshire and Flintshire Pxecutive Council. 
Wrexham. 

G.P., and Service experience. Pleasant 

rtnership in Greater London with 


Clerk of Denbi 

11, Grosvenor-road 
Extensive hospital, 
hard worker seeks Pa 


colleague, 
principal contemplating retirement. £10,000 available for house. 
Address No. 410, Tue Lancer Office, 7, Adam-street, Adelphi, 


London, W.4 


The Babies’ Ciub, Chelsea, an an infant welfare centre for 
subseribers, has a vacancy for a Medical Practitioner interested 
in child he ith to take 1 weekly afternoon consultation from 2 to 
5 honorarium of £2 7s. 3d. per clinic Applications, with 
and experience, to the Secretary, 35, 


f qualification 
Danvers-street, §.W.3. 
Medical Officers required by Falkland 
dencies Survey for tour of 30 months in Antarctic bases. Unique 
opportunity for research on polar physiology ; suitable candidates 
Division of Human Physiology, 


Islands Depen- 


will be gwiven research training at 
National Institute for Medical Research, London. To leave 
U.K. October, 1958. Salary £625 4 year. Free passages, quarters, 

ind canteen stores. Liberal leave on full salary. Candi 


Messing 


dates must possess qualifications registrable in United Kingdom. 


Write to the Crown Agents, 4, Millbank, London, 8.W.1. State 
age, name in block letters, full qualifications and experience, 
and quote M3C 44633 LD 


ians trained in diseases of the chest or holding an 


Phy 
M.R.C.P. degree or equivalent who might be interested in 
sanatorium or chest clinic work in the Province of “Ontario, 


invited to apply to Ontario House (attention Mr. 
G. Donaldson 12, New Burlington-street, London, W.1, for 
Salary range $5000-$8000, 


informs regarding opportunities 
depending on experience Applications must be in by 10th July 


so arrangements may be made for interview 
Required. Registrars or Senior House Physicians under 
age 35 with either 3 or more years’ training in medicine or 3 or 
training in pediatrics interested in moving perman 
New York City for opportunities to 
tJeginning annual salary $10,000, 
needed. Full details at 
July, with physician from 


Canada, are 


sition 


more years 
ently to areas in 
practise in medical 
including loans for 
interviews in London Ist 


and near 
groups 
transportation if 
2nd, and 3rd 


New York Make appointments through Sir ALLEN DALey, 
24, Edith-road, London, W.14. 
MICROBIOLOGIST 
Reghired by 
LEDERLE LABORATORIES DIVISION, 
CYANAMID OF GREAT BRITAIN LIMITED 
There is a vacaney at our Gosport plant for a Micro- 
biologist with a degree in either bacteriology or micro- 
biology, preferably with previous experience, but this is 
not essential as training will be given to the successful 
applicant 
Work involves antibiotic assays, sterility testing and 


vitamin assays of pharmaceutical, surgical, and veterinary 
products 
Hours of work, 9 a.mM.-5.15 P.M., 
There is a pension scheme. 
Fully detailed applications 
should be addressed to the 
Laboratories Division, Cvanamid of 


Fareham-road, Gosport, Hants. 


Doctors requiring applications, thes 

MANTON WESTMINSTER) LTp., 98, 
(VIC. 0141), who are specialists. 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 

and £2 2s. > fematology, 

W ELBECK BIOLOGICAL 

Portland-place, W.1 


Monday-Friday. 

acknowledged, 
Lederle 
Ltd., 


which will be 
Personnel Manager, 
Great Britain 


Write to 


copied: 


ictoria-street 


Send specimens of urine 
Flame Photometry. 
LABORATORIES, 26, Park -creseent, 
(MUSeum 5386-7). 

Part-time pang te Rooms to be Let in Harley-street. 


service. 
Biochemistry, 


Ar itions, with name® of 2 referees, to the 
Rheumatic Unit Northern General Hospital, Ferry-road, Rents from €50 per half-day session Apply: ELLioTT, SON AND 
Edinburgh, 5 Boyton, 86 87 Ww impole street, London, W.1. WEL. 8367. 
PUBLISHED by the Prornirrors,-Tare Lancet Limirep, 7, Adam Street, Ade dp hi, in the County of London. 
Printed by HaZeLLt, WATSON AND Viney. Lrp., Leigh Road, Slough and Aylesbury Saturday, June 28, 1958. 
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Trade Mark 


SKIN LOTION WITH NEOMYCIN 


Prednisol 21-phosph with Neomycin) 


*Codelsol’ Skin Lotion contains the highly potent steroid, prednisolone, in its most sees 

active form together with the clinically reliable antibiotic, neomycin. : 
*Codelsol’ Skin Lotion rapidly and effectively suppresses inflammation and controls : Prednisolone : 

infection in a wide variety_of skin conditions. : h h t 8 
*Codelsol’ Skin Lotion is free from solid particles so that maximum penetration 3 21 p osp ate 

is assured. : is 2 000 

’ 

*Codelsol’ Skin Lotion possesses unique spreading properties, even on hairy surfaces. : times more 
*Codelsol’ Skin Lotion is most acceptable to the patient since it does not stain, : 

smell or show. : soluble than 

How supplied: ‘Codelsol’ Skin Lotion with Neomycin is available in 15 ml. : i 

pp 
plastic squeeze bottles. Please specify SKIN LOTION when prescribing. : : 
The basic N.H.S. cost is 16/- per 15 mi. bottle. Literature gladly supplied on request. : { 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. G&D 
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He would . 
have got 


long-acting vasodilator 
for the prevention of atta 
in angina of effort 


basic prophylactic 


for stair climbing, 


and the daily rush 


in 24 hours. 


PRESENTATION Peritrate tablets 
are available in bottles of 50 and 500. 


WILLIAM R. WARNER & CO. LTD., 
EASTLEIGH, HAMPSHIRE. 


5362 


to the top with 
PERITRATE 


cks 


Peritrate gives extra protection 
against angina of effort. The 


dose of 


Peritrate is one or two tablets 
four times a day. But one 

tablet taken half an hour before 
exertion gives extra protection 


walking 
to and from 


work. Up to ten extra Peritrate 
tablets may safely be taken 
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